The Journal the 


American Medical Association 


Published Under the Auspices of the Board of Trustees 


— 


Vor. 142, No. 14 CHICAGO, 


ILLINOIS Apri 8, 1950 


Copyricut, 1950, sy AMERICAN MEDICAL ASSOCIATION 


TRACHEOBRONCHIAL ASPIRATION WITH 
A URETHRAL CATHETER 


Method of Treatment and Prevention of Asphyxial Hazard in 
Medical Diseases and Emergencies 
LEONARD C‘RDON, M.D. 
Chice yo 


A frequent but usually unrecognized complication of 
many of the conditions that the internist and general 
practitioner meet in their daily practice is obstruction 
of the airway by accumulating tracheobronchial secre- 
tions. The resultant asphyxia is the direct but insidious 
cause of many of the grave symptoms—and many of the 
deaths—commonly but mistakenly attributed to the 
underlying disease. When such secretions are being 
retained, their removal is valuable as an adjunct to 
supportive and specific therapy and often is lifesaving. 
Numerous writers’ in recent years have discussed 
obstruction of the tracheobronchial tree as an anesthetic, 
postoperative, post-traumatic or neonatal problem. A 
few* have stressed the importance of prevention and 
treatment of asphyxia in infectious diseases in which 
the mechanisms that normally keep the airway cleared 
are impaired, as in bulbar poliomyelitis, tetanus and 
whooping cough. But the common occurrence of reten- 
tion of tracheobronchial secretions as a medical problem 
is not generally recognized. 

It is my purpose in this paper to show that: (1) in 
a wide variety of medical diseases, asphyxia due to 
retained tracheobronchial secretions is a complication 
that arises so frequently, and one that may have such 
Serious consequences if not corrected immediately, that 
the attending physician himself should be prepared to 
treat it without delay; (2) in most cases treatment 
by aspiration of the tracheobronchial tree through a 
nasally introduced urethral catheter* can be under- 
taken safely and effectively by any internist or general 
practitioner. 
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The following case histories are summarized to illus- 
trate the value of tracheobronchial aspiration in such 
common medical diseases as pneumonia, acute bronchio- 
litis superimposed on chronic pulmonary disease, acute 
cerebral damage, chest injury, acute pulmonary edema, 
morphine depression and acute myocardial infarction. 
Other conditions in which this procedure is often a 
valuable adjuvant of treatment are cerebrovascular acci- 
dents, brain tumor, acute head trauma, meningitis, 
bulbar and pseudobulbar palsy, myasthenia gravis and 
other neurologic diseases ; barbiturate poisoning ; acute 
alcoholism; diabetic or uremic coma, and many other 
infections, metabolic disturbances and injuries that 
exhaust the patient and depress cough activity. It is of 
value also to remove aspirated food, liquid or vomitus 
from the tracheobronchial tree. 


REPORT OF CASES 

Case 1.—L. H., a woman aged 50 who had been ill for twelve 
days, with daily high fever and a short hacking cough, was 
hospitalized Feb. 26, 1939. She was alternately restless and 
listless, and dyspneic. There was dulness throughout the right 
lung, with fine, crepitant inspiratory rales. Her temperature 
was 100.5 F., pulse rate 124 and blood pressure 130 systolic and 
80 diastolic. Blood culture was positive for pmeumococcus 
type XII. Confluent bronchopneumonia was the diagnosis, and 
she was treated with sulfanilamide, type XII rabbit serum and 
nasal oxygen. 

At 5 a. m. March 2 there was a sudden increase in restless- 
ness. Her temperature was 98.6 F., pulse rate 128 and respira- 
tory rate 44 per minute. She was placed in an oxygen tent. At 
11 a. m. her condition appeared terminal. The sound of the 
tracheal rales suggested that she was literally drowning in her 
own secretions. A laryngologist was called to aspirate the 
trachea. A tracheal catheter was inserted, and a large volume 
of thick, gray, mucopurulent, blood-tinged secretion was aspirated. 

Response to aspiration was immediate and dramatic. The 
breathing became less labored, the tracheal rales disappeared, 
her color improved, and she awakened from the coma and spoke 
rationally and clearly to her relatives. But she was too weak 
to cough, and tracheal rales gradually reappeared, dyspnea and 
cyanosis became progressively worse, and she again sank into 
coma. Aspiration was repeated in one hour, with the same 
decided relief of symptoms. She was then maintained in fair 
condition for several hours, when her condition suddenly became 
worse. It was obvious that endotracheal aspiration was again 
urgently needed. No one equipped to undertake this was avail- 
able. The patient died at 4 p. m. in spite of intracardiac 
injection of epinephrine. 

This case convinced me of several facts: 1. The onset 
of tracheal rales should be regarded as a sign not that 
death is imminent and inevitable but that accumulated 
tracheobronchial secretions must be aspirated without 
delay. 2. The internist or general practitioner must be 
ready to undertake this lifesaving measure without 
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depending on the assistance of a specialist. 3. Death, 
even in a serious disease, may be caused not by the 
toxicity of the disease itself but by an incidental compli- 
cation, the relief of which may give the patient time to 
recover. Even though this patient was in an advanced 
stage of multilobar pneumonia, it seems likely that she 
might have recovered if the tracheobronchial tree had 
been kept clear by repeated aspiration and if at that 
time penicillin had become available to eradicate the 
infection. 

Case 2.—J. H., a man aged 58, was hospitalized Dec. 28, 1942 
for acute purulent bronchitis and bronchopneumonia super- 
imposed on chronic asthmatic bronchitis and pulmonary emphy- 
sema. The acute illness had developed gradually after the 
onset of a cold six days previously. Because of a history of 
myocardial infarctian in the previous year, a diagnosis of recur- 
rent acute myocardial infarction was also entertained and mor- 
phine had been given freely. 

When seen by me at 3 a. m. the patient was in an oxygen 
tent and appeared in terminal condition. He was comatose, and 
asphyxia, dyspnea and cyanosis were extreme. Diffuse sibilant 
and sonorous breath sounds and coarse moist rales were audible 
throughout both lungs. A catheter passed by me through the 
nose slipped with ease into the trachea, and considerable muco- 
purulent secretion was aspirated through it with an electric 
suction machine. Respirations improved immediately, and 
cyanosis diminished. The patient awoke, recognized his wife 
and spoke to her. 

During the next ten days the trachea was aspirated frequently 
and without difficulty, not only by me but also by the interns, 
residents and special nurses. But in spite of sulfonamide therapy 
and antipneumococcic serum the patient's condition grew pro- 
gressively worse, terminating in azotemia, oliguria and drop of 


blood pressure to shock levels. Death occurred Jan. 7, 1943. 


This was my first experience in attempting to insert 
a urethral catheter into the trachea. It was gratifying 
to find how easily I could do so without injuring the 
patient. Successful repetition of aspiration by the 
interns, residents and special nurses provided additional 
proof of the simplicity and safety of this procedure. 
The dramatic improvement that followed aspiration on 
the first and subsequent occasions confirmed my earlier 
observations of the immediate lifesaving effect of this 
form of therapy. 

Case 3.—S. K., a man aged 57, was hospitalized by his phy- 
sician Oct. 12, 1945 for severe dyspnea, wheezing and cyanosis 
of two days’ duration following a cold two weeks earlier. For 
three days he was treated intensively, but without improvement, 
for acute left ventricular failure. When seen by me (October 
15) the patient was acutely ill, with decided restlessness and 
dyspnea. His temperature was 100 F., pulse rate 120 and 
respiratory rate 34 per minute. The lungs were hyperresonant, 
with wheezing and sibilant breath sounds throughout. The 
diagnosis was changed to acute, diffuse, purulent bronchitis 
superimposed on chronic pulmonary fibrosis, emphysema and 
possibly bronchiectasis. Uncontrolled diabetes mellitus was 
present. Therapy for supposed heart failure was discontinued. 
The patient was placed in an oxygen tent and started on a 
regimen to control the acute purulent bronchitis and the diabetes. 

The next day restlessness, dyspnea and cyanosis increased, 
and moist rales appeared bilaterally as high as the spines of 
the scapulae. A positive pressure mask using 3 cm. water 
expiratory pressure and 95 per cent oxygen was applied. The 
patient appeared exhausted; cough was weak, labored and non- 
productive. A catheter was inserted blindly through the nose 
and glottis, and the trachea was aspirated with an electric 
suction machine. Improvement was immediate and pronounced. 
Bronchoscopy was performed the following day by an otolaryn- 
gologist, with aspiration of mucopurulent secretion from both 
main bronchi. Again there was an immediate improvement in 
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the patient’s condition. With periodic aspiration of the trachea 
by catheter as necessary, the patient continued to do well and 
in a few days was sufficiently improved to permit substitution 
of the oxygen tent for the mask. He was removed from the 
oxygen tent October 21 and was discharged ten days later, 


The disease in this case, first diagnosed and treated 
as acute left ventricular failure, proved to be a typical 
case of an acute respiratory emergency precipitated by 
an episode of acute bronchitis engrafted on chronic 
pulmonary disease. This syndrome and its recom-” 
mended treatment are described elsewhere in greater 
detail. Repeated aspiration of the tracheobronchial 
tree by catheter and suction machine was a deciding 
factor in this patient’s recovery. 

Case 4.—M. L., a man aged 63, had suffered with chronic 
bronchitis and asthma most of his life. He was hospitalized 
July 13, 1946 because of sudden exacerbation of dyspnea and 
cyanosis the previous day. Breathing was shallow with decided 
activity of the accessory respiratory muscles. The temperature 
was 101.8 F., the pulse rate 110 and the respiratory rate 34 per 
minute. The pupils were dilated. Diffuse sibilant and sonorous 
rales were heard throughout both lungs, with numerous coarse 
moist rales scattered bilaterally. The sputum was grossly puru- 
lent. Acute suppurative bronchitis, chronic asthmatic bron- 
chitis, pulmonary emphysema and possibly bronchiectasis were 
diagnosed, 

Oxygen in high concentration was administered by mask, but 
breathing became more labored during the first twenty-four 
hours. Muscular twitchings and decided cyanosis were evident 
when the patient was not receiving oxygen. By morning the 
patient was critically ill, comatose and deeply cyanotic ; respira- 
tions were shallow, and coarse moist rales were heard in both 
lungs. The pulse rate rose to 120 per minute. No improvement 
was obtained from aminophylline given intravenously or epi- 
nephrine given subcutaneously. 

Emergency bronchoscopic aspiration yielded 150 cc. of muco- 
purulent secretion resembling curdled milk. There was an 
immediate improvement in the patient's condition. After several 
hours, however, he again became restless, dyspneic and cyanotic, 
with obvious air hunger despite the administration of 100 per 
cent oxygen by mask. A urethral catheter was easily inserted 
by me through the nose into the trachea, and 150 cc. of similar 
mucopurulent material was again aspirated. Symptoms and 
signs were considerably relieved. 

At midnight the patient became comatose, and corneal reflexes 
were absent. Frequent tracheal aspirations by catheter were 
done throughout the rest of the night and early morning, but 
only small amounts of material were now obtained. Broncho- 
scopic aspiration at 10 a. m. likewise obtained only a little 
secretion. Evidently the large bronchi were now clear, but 
the smaller bronchi were not being cleared of pus by either 
method of aspiration. 

In spite of intensive therapy, coma gradually deepened. Respi- 
rations became more sallow, the blood pressure dropped, the 
temperature rose, azotemia developed and the patient died. At 
autopsy the smaller bronchi were filled with pus, but the rest 
of the tracheobronchial tree was clear. 


Two observations make this case noteworthy: (1) It 
was possible to obtain by tracheal aspiration per 
catheter as much secretion as had been obtained the 
day before by bronchoscopic aspiration. (2) Frequent 
tracheal aspiration was effective in keeping the large 
bronchi and trachea clear. 

Case S—M. L., a woman aged 56, was first seen in 
evening of Jan. 23, 1947. During a bowel resection that mom 
ing, while she was under spinal anesthesia, there had been 
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episodes of complete respiratory paralysis and cardiac arrest 
when the heart beat, pulse and blood pressure were unobtain- 
able, the first lasting about twenty minutes, the second about 
ten minutes. The operation had been completed after resusci- 
tation with artificial respiration (with intratracheal intubation) 
and subdiaphragmatic massage of the heart. 

The patient was in poor condition when she left the operating 
room and was still in coma. Asphyxial coma with anoxic cere- 
bral damage and spastic paralysis of both lower extremities, 
atelectasis of the right lung and gastric dilatation were diag- 
nosed. The prognosis was grave, but it was decided to con- 
tinue high concentration oxygen by mask with intermittent 
inhalations of 5 per cent carbon dioxide and to aspirate the 
bronchi through the intratracheal tube left in place after the 
operation. 

By 9 p. m. the condition appeared more hopeful. After the 
bronchi were aspirated and carbon dioxide was administered 
for a few seconds, the breathing improved considerably and the 
eves remained open and visible. The spasticity of the legs was 
observed to be intermittent. The intratracheal tube, which had 
remained in place for twelve hours, was removed, and aspira- 
tion by nasal intratracheal catheter was repeated every hour. 

At 12: 30 a. m. there was a sudden increase in cyanosis. The 
pulse rate was 160 and the respiratory rate 40 per minute. 
The trachea was reintubated with a Magill tube, which was 
then left in place to facilitate aspiration by catheter at frequent 
intervals during the next few hours, after which it was removed. 
At 9:30 a. m. the pulse rate was 138, respiratory rate 32 per 
minute, and blood pressure 136 systolic and 80 diastolic. In the 
morning of February 1 the blood pressure dropped to 104 
systolic and 60 diastolic but rose to 120 systolic and 80 diastolic 
after aspiration of the throat and bronchi with a urethral 
catheter. 

The patient remained in a comatose condition until Febru- 
ary 10, when for the first time there was some intelligence 
in her expression and she obeyed the command to protrude 
the tongue. There followed a stormy period with episodes of 
drug rash, bronchopneumonia, fecal impaction and periodic 
crises of rigidity, twitching, flushing and other reactions 
similar to those occurring in encephalitis. Therapy during this 
period included frequent (several times during each day and 
night) aspiration of tracheobronchial secretions through a 
urethral catheter inserted blindly through the nose. 

On February 28 the patient spoke a few words. By March 6 
she was alert and speaking in phrases, and by March 10 she 
was sitting up by herself and speaking in intelligible short 
sentences. By April 10 she was able to walk with assistance. 
Improvement in strength and muscular coordination continued, 
and she remained alert, with good memory and clear under- 
standing, though her speech deteriorated. She was discharged 
to a convalescent home July 7, 1947. 


In this case of severe anoxic cerebral damage with 
prolonged coma and absent cough reflex, aspiration of 
the trachea by means of a urethral catheter inserted 
blindly through the nose was performed at frequent 
intervals during a period of three weeks. There was no 
evidence of laryngeal or tracheal trauma. The fact that 
this patient’s clinical condition deteriorated to a critical 
state on several occasions when aspiration was delayed 
Ss convincing .evidence that frequent aspiration of 
retained tracheobronchial secretions was a deciding 

or in the successful outcome. 

Cast 6—I. P., a woman aged 51, was hospitalized by her 
Physician March 25, 1947 after an automobile accident. Her 
muries included fractures of the right clavicle and scapula 
and five ribs. When seen by me in consultation the next day 
~ Was not acutely ill but was restless and uncomfortable, 
‘tated by her inability to clear the bronchi and trachea of 
*cumulating secretions, because the broken ribs made cough- 
+ ned There was almost constant but shallow and 
ie on clearing cough” in an attempt to raise accumu- 

Secretions. Moist gurgling breathing was audible at a 
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distance. Numerous moist rales were present throughout the 
right lung, with friction sounds near the costal arch anteriorly. 
Contusion, edema and retained bronchial secretions were 
diagnosed. 

In this fully conscious patient a urethral catheter was 
inserted blindly through the nose into the trachea, and thick 
mucopurulent secretion was aspirated. The rales and the 
“clearing cough” disappeared. The patient was so relieved by 
this procedure that when seen the following day (when gurgling 
respirations again were present) she was eagerly awaiting 
aspiration. Aspiration was repeated again the third day but 
was not necessary subsequently, as the pain in the ribs was 
then sufficiently relieved to permit productive cough. Recovery 
was uneventful. 


That no serious pulmonary complication developed 
in this case of severe chest injury can surely be attrib- 
uted in large part to the effectiveness of tracheal aspira- 
tion in preventing bronchial obstruction by accumulating 
secretions. Observation of this conscious patient’s reac- 
tion to aspiration of accumulating tracheobronchial 
secretions through a urethral catheter inserted blindly 
through the nose into the trachea would have con- 
vinced the most skeptical that this procedure is simple 
and safe. So great was the relief experienced immedi- 
ately after clearing the airway that the patient was more 
than willing to accept the relatively slight discomfort 
of the insertion of the catheter when accumulating 
secretions made repetition of the procedure necessary 
on two subsequent occasions. 


Case 7.—M. G., a man aged 69, had suffered for years with 
a chronic cough and expectoration. He was hospitalized on 
another service May 21, 1947 because of dyspnea, wheezing, 
gurgling respiration and restlessness. He had been digitalized 
prior to hospitalization. At the initial examination he was 
dyspneic and cyanotic, but the jugular veins were not engorged. 
The chest was emphysematous, and there were expiratory 
wheezes and moist rales throughout both lungs. 

The following day the patient appeared to be in a terminal 
state; he was comatose, with black cyanosis and gurgling 
respirations. At this point a medical resident who had assisted 
me in the management of some of the cases reported above 
saw the patient, noted that there was no objective evidence 
of heart failure and made the correct diagnosis of obstructive 
purulent bronchitis. He called the medical anesthesiologist, 
who inserted a Magill tube and removed much thick, purulent 
secretion by tracheobronchial aspiration. The patient immedi- 
ately improved and in a few days fully recovered. 


This patient became moribund when treated for 
supposed left ventricular failure. His immediate 
improvement and ultimate recovery following a single 
tracheobronchial aspiration confirmed the accuracy of 
the diagnosis of obstructive bronchitis. This life was 
saved by the fortuitous visit of a passing physician who 
recognized the true cause of the patient’s coma, dyspnea, 
cyanosis and tracheal rales and was familiar with the 
value of tracheobronchial aspiration in medical emer- 
gencies. 


Case 8.—A. S., a man aged 69, had an acute infection of 
the upper respiratory tract. In the evening of the fourth day 
(Feb. 4, 1948) there was a sudden onset of severe, nonproduc- 
tive cough, dyspnea, cyanosis and coma. He was hospitalized 
by his physician and given morphine and atropine. When 
seen by me one-half hour later the patient was acutely ill, 
comatose and breathing forcibly and rapidly, with coarse audi- 
ble rhonchi. He was decidedly cyanotic, and the pupils were 
moderately constricted. Pneumonia of the left lung, acute 
respiratory obstruction by accumulating secretions, acute bron- 
chitis and bronchiolitis and pulmonary emphysema were 


diagnosed. 
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A urethral catheter was passed through the nose into the 
trachea, and the trachea and bronchi aspirated of bloody muco- 
purulent secretions. In a few minutes the patient awoke. He 
recognized his family and the physician and spoke to them. 
There was pronounced relief of the dyspnea and cyanosis, and 
the coarse rales and rhonchi disappeared. Aspiration was 
repeated as necessary throughout the day and night. Recovery 
was prolonged but complete. 


This case is only one of many that could be cited as 
evidence that in the presence of accumulating tracheo- 
bronchial secretions (especially in a patient with pul- 
monary emphysema) the administration of morphine— 
which depresses the cough reflex—is hazardous. The 
patient's dramatic return of consciousness as soon as the 
retained secretions were aspirated is clear evidence that 
the immediate cause of his comatose state was not the 
toxicity of the acute pulmonary infection but asphyxia 
due to obstruction of the airway. 

Case 9—J. G., a man aged 70, was hospitalized April 17, 
1948 for sudden onset that afternoon of massive pulmonary 
edema with dyspnea and cyanosis, for which he had been 
given oxygen, morphine and atropine. When seen by me that 
night at 11 o'clock the patient was in deep coma. The blood 


pressure had fallen from 170 systolic and 100 diastolic to _ 


108 systolic and 54 diastolic. The pulse rate was 144. The 
face was cyanotic. Respirations were slow (10 per minute), 
shallow and labored, with periods of apnea. The pupils were 
constricted and fixed. The jugular veins were not engorged. 
There were coarse moist rales in both lung fields, with occa- 
sional expiratory squeaks. The heart was enlarged to the left, 
of aortic contour, with systolic murmurs at the apex and base. 
Diagnosis included: (1) acute pulmonary edema due to acute 
left ventricular failure; (2) chronic bronchitis and pulmonary 
emphysema; (3) morphine depression, and (4) retention of 
tracheobronchial secretions. 

By repeated aspiration of the tracheobronchial tree per 
urethral catheter introduced through the nose, 20 cc. of muco- 
purulent secretion were removed. Improvement in the patient’s 
condition was immediate and pronounced, though he did not 
waken (because of the morphine depression). His breathing 
became regular and deep, the cyanosis diminished, the pulse 
slowed and the blood pressure rose to 120 systolic and 68 
diastolic. 

At 3:55 the next morning the patient again became more 
cyanotic, and gurgling respirations were audible at the bedside. 
Tracheal aspiration was repeated by the medical resident, with 
recovery of a moderate amount of mucus. In a few minutes 
the patient sat up and looked about confusedly. Within the 
next few hours the cough reflex returned, and by the next day 
the patient was fully conscious and the lung bases clear. He 
was discharged May 3, 1948. 


In this patient two factors contributed to obtunda- 
tion of the sensorium and loss of the cough reflex, 
leading to retention of tracheobronchial secretions: (1) 
asphyxia caused by acute pulmonary edema and (2) 
morphine narcosis. This was a typical case of an 
elderly patient with pulmonary emphysema who was 
being treated for sudden acute pulmonary edema. The 
chronic respiratory disease, the anoxia resulting from 
acute pulmonary edema, and the depression of the 
sensorium and the obliteration of the cough reflex 
resulting from the morphine, which is specific in the 
treatment of acute pulmonary edema, all encouraged 
accumulation of tracheobronchial secretions. The dra- 
matic improvement that followed their removal by 
tracheobronchial aspiration demonstrates the urgency of 
mechanical clearing of the airway when retention of 
tracheobronchial secretions occurs as a complication 
of acute pulmonary edema and its treatment with mor- 
phine. The large measure of relief afforded by the 
removal of a relatively small amount of secretion need 
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not be surprising, since even a small amount of secre- 
tion or a mucus plug strategically placed to block the 
trachea may cause extreme asphyxia. 


Case 10.—F. S., a man aged 71, was admitted to the hospital 
Sept. 2, 1949 with severe precordial pain radiating to the left 
arm. An electrocardiogram revealed an acute posterior myo- 
cardial infarction, and the patient was treated with morphine, 
atropine and nasal oxygen. On September 6 he was fortuitously 
presented to me as “a case of acute coronary occlusion in 
terminal condition, having frequent attacks of, acute pulmonary 
edema requiring repeated administration of morphine and 
atropine for their control.” The attacks of “acute pulmonary 
edema” were manifested by periods of wild excitement, orthop- 
nea and air hunger, during which bubbling rales were audible 
on auscultation over both lungs. 

The patient was dyspneic, stuporous and unresponsive. There 
was evidence of considerable weight loss. The pulse was 
strong, regular and of normal rate. The blood pressure was 
156 systolic and 100 diastolic. The jugular veins were visible 
only during expiration. The chest was huge and barrel 
shaped. Repirations were not noisy or gurgling, but on 
auscultation large moist rales were audible diffusely over both 
lungs. 

The good pulse and blood pressure, barrel chest, history of 
repeated administration of morphine and the coarse pulmonary 
rales suggested that the patient’s stupor and attacks of air 
hunger might be due not to acute pulmonary edema but to 
retained tracheobronchial secretions producing asphyxia. A 
urethral catheter was easily passed through the nose into the 
trachea, and large quantities of thick, yellow, mucopurulent 
secretion aspirated with the electric suction machine. The 
irritation of the catheter. also stimulated coughing, which 
brought up large quantities of secretion outside of the catheter. 

The patient awakened and spoke rationally. Breathing was 
now slower, free and easy. Morphine, other sedatives and 
atropine were prohibited. Stimulated by this demonstration, the 
resident staff aspirated the trachea periodically throughout the 
day and following night. He remained conscious and rational 
and began to take nourishment by mouth. As his cough 
returned and became stronger and more effective aspiration was 
gradually discontinued. A history was now obtained of exces- 
sive tobacco smoking, decided chronic bronchitis and expectora- 
tion of viscid mucopurulent sputum (brought up with great 
difficulty after prolonged spasms of coughing) for many years. 
On Sept. 10, 1949 he signed a release and left for his home by 
ambulance. 


The sequence of events described in this case unfortu- 
nately occurs altogether too frequently. An elderly 
man with chronic bronchitis and emphysema is depen- 
dent on active coughing to keep his tracheobronchial 
tree clear of mucopurulent secretion. A coronary occlu- 
sion and myocardial infarction develops, for w 
morphine and atropine in liberal doses are administered. 
The morphine depresses the sensorium and abolishes the 
cough reflex, and the atropine thickens the sputum. The 
mucopurulent secretions accumulate, obstruct the ait 
way and produce asphyxia and stupor. Attacks of aif 
hunger and coarse pulmonary rales are mis 
thought to be manifestations of acute pulmonary edema, 
which may reasonably be expected to occur mt 
presence of proved myocardial infarction. Morphine 
and atropine are again given to treat the “acute pul- 
monary edema,” and a vicious circle is establis 
The patient drowns in his own secretions, and 
physician salves his conscience with the diagnosis 
unavoidable cardiac death due to “acute pulmomaty 
edema” secondary to acute myocardial infarction. Moist 
respirations audible at a distance, and coarse moist! 
heard diffusely in both lungs do not invariably 
acute pulmonary edema. Just as frequently they 4% 
entirely due to retained mucoid or mucopurulent sere 
tions in the tracheobronchial tree. 
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ENDOTRACHEAL CATHETERIZATION AND SUCTION: 
A SIMPLE METHOD OF TRACHEOBRONCHIAL 
ASPIRATION 


Mechanical aspiration of the tracheobronchial tree has 
been regarded as a procedure requiring the skill and 
experience of a specialist. This is true when insertion 
of a Magill tube, bronchoscopy or tracheotomy is 
needed. But in the majority of patients effective aspira- 
tion can be accomplished through a catheter passed 
through the nose and inserted blindly into the trachea. 
And this simple technic can be mastered quickly by any 
internist or general practitioner. The only equip- 
ment needed—an ordinary urethral catheter and an 
electric suction machine—is already available to most 
physicians. 

In most patients a urethral catheter can be passed 
with ease through the nostril into the glottis and 
trachea. The catheter should be size 16 F or there- 
abouts ; a new one is best, though a used one is accepta- 
ble if it is still fairly stiff. Rarely it may be best 
to cut off the blind tip. The catheter is connected 
by a glass tube to the long rubber tube leading to the 
vacuum bottle of an electric suction machine. (Such 
machines are standard equipment of most hospitals and 
of the emergency pulmotor squads on call in most 
cities.) Before the catheter is passed one should test the 
suction by sucking water from a glass. Moistening the 
catheter in water provides adequate lubrication with- 
out making it too slippery to handle. 

Ordinarily no special maneuvers are needed to insert 
the catheter through the nostril into the trachea; usually 
the nasopharynx is so shaped that it provides a natural 
channel that guides the tip of the catheter directly into 
the glottis after one or several trials. On occasion, 
however, it may be necessary to dorsiflex the head and 
neck slightly and/or pull out the tongue. Occasionally 
a patient is encountered with an anatomic anomaly 
that makes nasal insertion of a urethral catheter impossi- 
ble. In such a case a catheter can often be inserted 
blindly through the mouth. For this purpose a woven 
silk catheter or a rubber catheter containing a wire 
stylet is bent to shape and inserted over the tongue 
exactly in the midline. 

The catheter (after nasal or oral insertion) is passed 
quickly into the trachea at the moment of inspiration 
when the glottis is open. Entrance of the catheter into 
the glottis is usually signaled by hollow cough and 
increase in cyanosis and restlessness, often accompanied 
with momentary suspension of breathing as the result of 
glottic spasm. Breathing when resumed is whistling 
and stridor-like. One can determine whether the cathe- 
ter has entered the trachea by inserting its outer end in 
a glass of water and watching for bubbles during expira- 
tion. As soon as the catheter is known to be in the 
trachea it is rapidly inserted as far as possible, and 
Suction is applied as the catheter is drawn up and 

ck several times. Except in deeply comatose patients, 
coughing is usually induced when the catheter touches 

carina (bifurcation of the trachea). This coughing 
during suction is desirable, for it raises retained secre- 
tions into the large bronchi and trachea where they can 
be reached by the catheter. 
_ Although glottic spasm is seldom a serious problem 
in these respiratory emergencies, it is a wise precaution 
to complete each aspiration as quickly as possible. If 
ttic spasm does become so severe that cyanosis is 
ming, the catheter should be disconnected from the 
Suction tube while the patient takes several breaths. 
the catheter may have to be removed and the pro- 
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cedure repeated after the patient has quieted down. 
Anesthetizing the pharynx and glottis locally before 
attempting aspiration may sometimes be advisable, 
though care should be exercised to avoid abolishing 
the cough reflex. 


On rare occasions endotracheal catheterization may 
prove impossible. Then a specialist should be called. 
He may be able to pass a catheter with the aid of a 
laryngoscope. Or, if glottic spasm is troublesome, he 
may pass a stiff Magill tube (which is not compressible 
by the spastic glottis) through the nose or mouth into 
the trachea, and then use a urethral catheter passed 
through this tube for aspiration. If such a patient 
requires frequent aspirations, the Magill tube may be 
left in place (if the patient is comatose), or a trache- 
otomy may be performed so that aspiration can be 
effected as often as needed through a catheter passed 
into the trachea through the tracheotomy tube. 


INDICATIONS 


Respiratory obstruction should be considered as a 
probability whenever the capacity to cough and clear 
secretions is impaired. This means that the attending 
physician should be alert to the asphyxial hazard of 
accumulating tracheobronchial secretions in any medical 
disease or emergency complicated with any of the fol- 
lowing concurrences: (1) chronic pulmonary disease, 
for in such cases bronchial secretion may be increased 
and the respiratory mechanism defective; (2) dulling 
of the sensorium, stupor or coma, for in these circum- 
stances the cough reflex and the ciliary activity are 
depressed or obliterated; (3) exhaustion or pain that 
retards the action of the respiratory musculature, for 
then the tussive squeeze (and the volume of the bechic 
blast) will be ineffectual; (4) mechanical or chemical 
irritation of the lungs, pleura, chest wall, abdominal 
viscera, brain or head, for receptors in these areas 
initiate vagus reflexes that stimulate bronchosecretion 
and bronchoconstriction, and (5) anoxia, for anoxia 
may precipitate respiratory obstruction not only by 
increasing the permeability of the capillaries of the lungs 
and thus leading to pulmonary edema but also by 
depressing the sensorium and weakening the cough 
reflex and (through vagus reflexes) by promoting 
copious secretion of mucus in the bronchi and trachea. 

To patients requiring aspiration for any of these 
reasons, endotracheal catheterization and suction is par- 
ticularly well adapted. In an emergency this is the 
one method that is immediately available to the internist 
or general practitioner treating the patient. And, as 
Haight * pointed out, this is the method of choice when 
aspiration is needed at frequent intervals for a limited 
time (as it usually is by such patients), because 
catheterization can be repeated as often as necessary 
without fear of trauma. 


CONTRAINDICATIONS 


The following contraindications to endotracheal cath- 
eterization by the internist or general practitioner may 
be encountered but are of rare occurrence and in most 
cases are relative, depending on the availability of a 
specialist and the urgency of aspiration: 1. If there 
is pronounced local disease in the larynx, insertion of 
a catheter usually should not be attempted except by a 
specialist. 2. If glottic spasm is alarming, bronchoscopy 
or insertion of a Magill tube is usually necessary. 3. If 
there is an obstruction or gross purulent infection in the 
nasal passages (but no such infection in the tracheo- 
bronchial tree) the catheter should be inserted through 
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the mouth rather than through the nose; but infection 
in the area through which the catheter must be passed 
should not be a contraindication if aspiration is urgently 
needed, for in such a case chemotherapy will make the 
possibility of spread of infection relatively unimportant. 
4. If coughing, straining or struggling is provoked by 
attempted insertion of the catheter in any condition (as 
cerebral hemorrhage or subtentorial tumor) in which 
even momentarily increased intracranial pressure may 
he fatal, it may be unwise to risk passage of the catheter. 
However, if death by asphyxia seems certain unless the 
airway is aspirated without delay, to proceed with the 
catheterization may be well worth this risk. 5. If 
repeated catheter aspirations prove ineffectual, bron- 
choscopy becomes imperative to aspirate the bronchi 
more thoroughly under direct vision. 


CONCLUSION 

Recognition of the presence of retained tracheo- 
bronchial secretions and institution of appropriate mea- 
sures to effect their removal without delay should be 
regarded by the attending physician as his responsi- 
hility. This is essential for three reasons: First, 
unless the possibility of asphyxia is considered, the 
patient's symptoms may be inaccurately diagnosed and 
forms of therapy may be prescribed that not only are 
ineffective but actually aggravate the condition causing 
the asphyxia. Second, treatment of the underlying 
disease or a concomitant complication may necessitate 
measures that materially weaken the patient’s natural 
drainage system, as when morphine is needed for pul- 
monary edema or pain or when an elderly or debilitated 
patient must be immobilized in bed; in these circum- 
stances it is imperative that steps be taken to protect 
the airway until the patient's ability to do so is restored. 
And, third, the internist or general practitioner who 
accepts this responsibility is in a position to save many 
patients from death or damage to the central nervous 
system that would be inevitable if effectual treatment 
of the asphyxia was delayed until the services of the 
specialist could be obtained. 

Asphyxia due to respiratory obstruction by accumu- 
lating tracheobronchial secretions should be recognized 
as a legitimate diagnosis in the international list of 
causes of death. 

SUMMARY 

Asphyxia by accumulating tracheobronchial secretions 
is a frequent complication and may cause symptoms and 
death in many common medical diseases and emer- 
gencies (such as pneumonia, myocardial infarction, 
acute pulmonary edema, acute bronchiolitis super- 
imposed on chronic pulmonary disease, barbiturate and 
morphine coma, diabetic and uremic coma and cerebro- 
vascular accidents). 

Tracheobronchial aspiration is an indispensable pro- 
cedure for clearing the airway of such secretions. 

Endotracheal catheterization and suction is described 
as a simple method of tracheobronchial aspiration that 
is immediately available to all internists and general 
practitioners and that can be repeated as often as 
indicated. 

No evidence of laryngeal trauma attributable to this 
procedure has been encountered. 

Ten cases illustrating the immediate lifesaving effect 
of this procedure are reported. 
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LIFE SITUATIONS, EMOTIONS AND CHRONIC 
ULCERATIVE COLITIS 


WILLIAM J. GRACE, M.D. 
STEWART WOLF, M.D. 
and 
HAROLD G. WOLFF, M.D. 
New York 


The relationship between periods of emotional stress 
and the onset and exacerbation of symptoms in patients 
with chronic ulcerative colitis has been well established, 
In addition distinct personality features and behavior 
patterns have been found in these patients.’ Aside 
trom the work of Lium,? little experimental work has 
been done to clarify the physiologic mechanisms through 
which such a disease process comes about in human 
beings. 

A unique opportunity to study the function and 
behavior of the human colon was presented in 4 fistulous 
subjects (fig. 1). Subject A, who was observed daily 
for eight weeks, was a man aged 26 who had had 
ulcerative colitis for six years and had had a large 


Fig. 1.—Photograph showing the location, size and shape of the colonic 
prolapse in 4 fistulous subjects, A. B. C and D. 


prolapse of ascending colon and cecum through an 
old cecostomy wound. Subject B, studied daily for 
four weeks, was a plumber aged 54, who had a large 
rolapse of descending colon and sigmoid through a 
eft colostomy wound. Subject C,’ who was ob 

twice weekly for eight weeks, was a business man 
aged 44, who had a small prolapse of cecum ie 
a cecostomy wound. Subject D, a broker aged 6/, 
had a large prolapse of transverse colon through a 
transverse colostomy. He was observed daily for two 


weeks. 


Supported in part by grants from the Commonwealth Fund. 

From the Department of Medicine and Psychiatry of the Cornell Uni- 
versity Medical College and the New York Hospital. 

Read in part before the Section on Gastro-En _and Proctology 
at the Ninety-Eighth Annual Session of the American Medical Asseciatie® 
Atlantic City, N. J., June 9, 1949. “ 
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METHODS 


The motor activity of the colon was observed and 
photographed by still and motion pictures. In all sub- 
jects colonic intraluminal pressure changes in an inlying 
inflated balloon were recorded on an ink-writing kymo- 
graph. When possible simultaneous recordings were 
made from areas in both the ascending colon and the 
descending or sigmoid colon. 


Blood Flow.—Color readings were recorded by com- 
paring the color of the mucosa to an appropriately 
graded color scale standardized according to the method 
of Munsell. That color changes predictably reflect 
changes in blood flow has been demonstrated by 
Richards, Wolf and Wolff.° In general, the redder 
the membrane, the greater the blood flow. 

Lysozyme.—Lysozyme concentration in the secretion 
removed directly from the surface of the mucosa was 
measured by the viscosimetric method of Meyer.° 

Secretion —Secretion was observed to be present on 
the surface of the colon at all times. When it was 
scant in amount, it was designated as 1 plus. When 
the secretion was so abundant as to actually drip from 
the suriace of the bowel, it was designated as 4 plus. 
Values of 2 and 3 plus were applied to conditions 
hetween these extremes. 

Fragility —The fragility of the mucous membrane, or 
its reciprocal factor, resistance to injury, was measured 
by applying negative pressure to the mucosa. The 
instrument consisted of a soft rubber catheter, a mer- 
cury manometer and a syringe. A known pressure was 
exerted for an arbitrary number of minutes. If this 
injury did not produce a small petechial lesion then 
either the pressure or duration of application was varied 
until a sufficient force was applied to produce such a 
lesion. 

Observation.—The subjects were customarily observed 
at the bedside or in the laboratory one and one-half 
to two hours after the last meal. Observations of 
motility, color and secretion were noted after the 
patient had been resting comfortably and had been 
lightly diverted for about thirty minutes. Specimens 
of surface secretion were removed for lysozyme determi- 
nation, and the fragility was tested. Each day a short 
interview was conducted in order to ascertain the 
predominant mood and feeling state of the patient and 
to determine what events of significance had taken 
place in the patient’s life since the last observation. 


RESULTS 


During periods of relative calm and tranquility the 
bowel in all 4 subjects was found to be pale (yellowish 
ted, corresponding to 30 on the scale), relatively 
immobile and slack with the mucous secretion thin, 
watery and scanty in amount and low in lysozyme con- 
centration. During phases of anger and resentment 
the bowel was redder (color varying from 60 to 90 on 
the scale), hyperactive, engorged, covered with a thick, 
opalescent, tenacious mucus, which had a relatively 

h concentration of lysozyme. The following exam- 
ples are typical : 

Suayect A.—Observation 1—Day to day existence in a 
sheltered hospital environment is often productive of emotional 
calm and tranquility. However, even such a circumstance may 
te productive of emotional conflict. On March 1, 1948 the 

: reser Book of Color, Baltimore, Munsell Color Company. 

» Richards, C.; Wolf, S., and Wolff, H. G.: Moscusgrent and 
Gradienteane, _Gastroduodenal Blood Flow in Man by Means of a Thermal 

J. Clin. Investigation 21: 551, 1942. 


Meyer, K., and Hahnel, The Estimation of Ly 
sozyme by a 
Viseosimetric Method, J. Biol. Chem. 163: 723, 1946. 
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subject arrived at the laboratory grim, taciturn and with a 
slightly flushed face. The bowel was hyperactive, red (60 on 
the scale) and engorged; the lysozyme concentration was high 
(55 units per gram of mucus). The surface of the bowel 
was wet and glistening. Even gently touching the hyper- 
motile bowel elicited a strong contraction. The patient reluc- 
tantly revealed that on the preceding day he had been visited 
by three physicians in succession who removed his dressing, 
looked at the lesion and then abruptly walked off without saying 
a word to him. He was embarrassed and humiliated by this 
behavior, and he reacted with anger and resentment. He was 
in conflict whether to complain about this deportment or not. 
Characteristically, he said nothing and was still seething with 
anger when he was observed the next day. 


Observation 2—On March 4 the subject was brought to the 
laboratory one and one-half hours late for his appointment. 
He was quiet, noncommunicative and slightly flushed. He was 
loath to remove his bathrobe. Contrary to his usual neat 
appearance, he was disheveled and unshaven, with his hair 
hurriedly combed. The dressing over the lesion was soiled, 
crusted and falling off. Only after considerable discussion with 
him was it possible to learn the circumstances. Due to a 
confusion in orders, the nursing staff was not informed that 
he was to be brought to the laboratory this day, and after an 
early breakfast he was allowed to sleep again. About an hour 
later, when the mistake was realized, he was hurriedly 
awakened, rushed into his robe, pushed into a wheelchair and 
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Fig. 2 (subject C).—The height of the column represents the negative 
pressure applied, the width of the column represents the duration of appli- 
cation of the force to the colonic mucosa, the square area gives an indi- 
cation of the resistance to injury of the colonic mucosa. Note that during 
times of anger the fragility is increased (resistance to injury is lessened) 
when compared to that in periods of calm and tranquility. 


whisked over to the laboratory in spite of his protests over 
his dressing, shaving and washing. This was a deplorable 
situation to this fastidious man. It was the first time he had 
ever been seen in the hospital in such an ill-prepared state, 
and he was unable to accommodate himself to this embarrassing 
situation. He reacted with anger and resentment, but char- 
acteristically he made no complaints and indeed made feeble 
excuses for those responsible. The membrane was reddened 
(60) and hypermotile, the lysozyme concentration was 80 units, 
and the mucous secretion was thick, abundant and tenacious. 
Supyect B.—The usually placid subject B came to the 
laboratory April 10, 1948, obviously angry because of a conflict 
with the nurses. During the previous night he had soiled his 
bed linen by the involuntary passage of a stool. He regarded 
this as an unfortunate accident. The overburdened nursing 
staff criticized him severely. He was embarrassed and humili- 
ated and reacted with suppressed anger and resentment. When 
seen a few hours later he was still angry. The colon was 
hyperemjc (color 60), engorged and unusually susceptible to 
injury. The lysozyme concentration was 11 units. (On his usual 
day of calm it was 1 unit or less.) s 
Susject C.—During phases of good spirits, cheerfulness and 
feelings of calm and security, the exposed colon of subject C 
was pale (30) and immotile, and the secretion was thin and 
watery. Lysozyme concentration ranged from 1.0 to 3.6 units 
per cubic centimeter. During periods of conflict, anger or 
resentment the bowel was redder (50 to 60) and more active, 
and secretion was thick and tenacious. Lysozyme concentra- 
tion ranged from 8 to 16 units. For example, on December 29 
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he was angry, resentful and had hostile feelings toward a 
physician who had requested him to come into the hospital 
for additional experiments. He was in much conflict as to 
whether or not he should comply. The patient felt that he 
was being “pushed around”; at the same time he felt obligated 
to that physician and thought that he (the patient) should be 
a “good sport” about it. The colon was red (60) and hyper- 
motile. Secretion was thick and opalescent. Resistance to 
trauma was reduced (fig. 2). 

Supyect D—On Feb. 5, 1949 the patient was seen at the 
bedside. He was angry. A few minutes before he had been 
visited by his former physician, the one who was responsible 
for giving him streptomycin and thus causing him to be 
incapacitated because of vertigo. He blamed this physician for 
his loss of equilibrium, believing that the physician had failed 
to recognize the early signs of toxicity and, had he done so, 
could have prevented the damage to the equilibratory apparatus 
of the patient. Sybject D had forced himself to be “polite” 
to the physician. He began a bitter tirade against the phy- 
sician, becoming more angry and resentful: “It’s all his fault.” 
“What did he come up here for anyway?” “I should sue him 
for everything he’s got!” During this outburst of temper there 
was a reddening of the bowel mucosa from 50 to 70 and pro- 
nounced increase in its motor activity. The mucosa became 
engorged, and small turgid folds stood up on its surface. Dur- 
ing this time the secretion increased from 1 to 3 plus, and 
gas was passed from the colostomy stroma. 


Alterations in the Integrity of the Colonic Mucous 
Membrane.—W olf and Woltt* noted the spontaneous 
occurrence of minute submucosal hemorrhages in asso- 
ciation with protracted and sustained feelings of hos- 
tility, resentment and anger. The membrane displayed 
the appearance of superficial gastritis. In the colon, 
through the sigmoidoscope Dennis and others have 
observed petechial lesions in patients with ulcerative 
colitis during anger.* 

Observations on Subject A—In circumstances of relative 
calm, security and relaxation the colonic mucous membrane 
was free of petechial lesions. After three days of sustained 
anger and feelings of hostitity, however, there was observed 
a profuse eruption of petechial lesions on the exposed segment 
of the colon of subject A. These lesions lasted for only twenty- 
four hours. For the three days previous to the appearance 
of these lesions the patient had been in a state of sustained 
anger, resentment and hostility over a series of distressing and 
humiliating experiences associated with his transfer from one 
hospital to another. He was embarrassed and humiliated by the 
“red tape” and “pushing around” and reacted with his usual 
suppressed anger and resentment. He said nothing to anyone 
about his feelings and remained smiling and affable throughout. 

Observations on Subject C.—During periods of relative calm 
and security (this patient seldom if ever seemed tranquil), 
the membrane showed a few petechial lesions. These were 
pinpoint to pinhead-sized and had a yellow center. It was 
estimated that about 5 per cent of the mucous membrane was 
covered with these lesions. 

During a phase of anger and resentment precipitated by 
conflict over his wife’s attitude toward him, many more 
petechial lesions appeared, and it was estimated that about 
90 per cent of the mucosa was covered by them. These feelings 
and lesions persisted for about two weeks and gradually sub- 
sided. Their disappearance coincided with increasing feelings of 
security and well-being, brought about by an improvement 
in his relations with his wife and her improved heaith and 
disposition. 

On December 29 numerous petechiae again appeared. For 
three days the patient had been increasingly angry and resentful 
at another physician, whom he felt was insisting that he enter 
the hospital for further experiments. 
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At this time he was given reassurance and emotional support 

and allowed to verbalize his hostility. He became calm and 

tranquil after this interview. Forty-eight hours later ng 
petechiae were visible. 


Although these lesions promptly disappeared follow- 
ing the expression of emotion, it is fitting to consider 
the ultimate outcome if the sustained hyperfunction 
had been allowed to continue. Lium was able to pro- 
duce petechiae and ulcerating lesions in the colonic 
mucous membrane transplants in dogs. His method 
consisted in eliciting sustained hyperfunction of the 
bowel either by trauma or by drugs (intravenously 
given neostigmine methylsulfate and locally applied 
acetylcholine) or by intravenously given dysent 
toxin. He concluded that sustained contraction of the 
bowel resulted in engorgement and the ultimate ulcera- 
tion of the mucous membrane. In the subject reported 
here sustained anger, hostility and resentment elicited 
sustained hyperfunction of the bowel. This protracted 
hypermotility and engorgement resulted in the forma- 
tion of petechiae. Had this situation of resentment and 
anger been allowed to go on it is likely that the bleeding 
and tissue anoxemia would have gone on to tissue 
necrosis, sloughing and the formation of ulceration. 

Fragility of the Mucous Membrane.—By using the 
method previously described for estimating the fragility 
of the mucous membrane or its reciprocal resistance to 
injury, we have demonstrated wide variations (fg. 2). 
Thus, if the height of the column represents negative 
pressure in millimeters of mercury and the width of the 
column represents the duration of application of this 
pressure, then the square area enclosed gives an esti- 
mate of the force necessary to produce a small hemor- 
rhagic petechia-like injury. Observations on subject B 
show that to produce a lesion during periods of calm, 
security and relaxation pressures of about 200 mm. of 
mercury had to be applied four to eight minutes, 
whereas during phases of anger, resentment and hos- 
tility (i. e., the day on which the subject soiled his 
bedding), pressure of only 60 mm. of mercury had to 
be applied for one and one-half minutes. 

Alterations in Lysozyme Concentration.—F eelings of 
anger, resentment and hostility are associated with a 
hypermotile, engorged colon. In these circumstances 
lysozyme concentration is high.® The injurious effect 
of the application of high concentrations of lysozyme to 
the surface of the colon has been shown.'? That the 
effect of lysozyme on the intestine which is fragile, or 
engorged, is more deleterious is certainly highly 
probable. 

Ulceration of the Mucous Membrane.—Prior to the 
beginning of our observations subject A was comva- 
lescing from an acute exacerbation of his ulcerative 
colitis which occurred in a setting of protracted resent- 
ment over the fact that his brother had started to live 
with the sister-in-law, after they had been separated 
for many months. He was angry that the brother was 
going to “take up with her” again and visualized 
humiliations for himself and other members of the 
family and further anxiety lest the sister-in-law move 
back into the patient’s house. His difficulty culm 
when he gained the impression that an acquaintance 
was spreading rumors about his family in the neighbor- 
hood. He said that he felt like “beating him” but 
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next few days. At this point the bowel was noted to 
be “very red” with a thick, yellowish discharge from 
the stoma. After hospitalization of the patient the dis- 
charge stopped and the bowel became less red, but two 
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Fig. 3.—Diagrammatic representation of the mechanism of preduction 
of colonic mucosal lesions as a result of colonic hyperfunction. 


weeks later there were still several small shallow ulcera- 
tions 1s to 4 inch (0.32 to 0.64 cm.) in diameter 
scattered about the surface of the prolapsed mucosa. 
After a week of observation, when he had established 
a good relation with his physician (W. J. G.) and felt 
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oa (subject B).—Effect of the intramuscular administration of acetyl- 
pote yicholine chloride on colonic functions. Contractile state repre- 
Blood a Square area (length times width) of exposed colonic mucosa. 
Of the of the ex mucosa is indicated according to the gradations 

Note the prompt increase in blood 


Scale. 


flow, contractility. 


‘cure in his environment, relatively cheerful, happy and 
ed, the ulcerations greatly diminished in number. 
Relative Prevalence of Colonic Hyperfunction.—The 
of subject A, who had ulcerative colitis, was rela- 
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instead only seethed with anger and resentment for the 
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tively hyperemic (color higher than 40) more than 
50 per cent of the time, but such redness was observed 
in subject B only half as frequently. Lysozyme con- 
centration in the bowel secretion of subject A was 
high (over 25 units) in 80 per cent of the day to day 
determinations, but an elevation of lysozyme concentra- 
tion to 11 units occurred only once over the three week 
period of observation in subject B. Compared to days 
of calm and security, when the bowel was pale and 
slack, subject A’s bowel was in a state of exaggerated 
contraction about half of the time. A contracted bowel 
was seerr on only one occasion in subject B. Subject C, 
who had ulcerative colitis, likewise showed a reddened, 
hyperemic colon more than half of the period of obser- 
vation. Subject D, who was in low spirits and dejected 
on each day of observation, never showed a contracted 
bowel. Subject A was in a state of serious conflict and 
had suppressed feelings of anger and humiliation more 
than 50 per cent of the time, in contrast to subject B, 
who was angry and resentful only once during the 
period of observation. 
COMMENT 

Kymographic tracings were recorded from the sig- 
moid portion of the colon in a series of subjects with 
ulcerative colitis. These showed either a straight line 
recording, indicating sustained colonic contraction, or a 
rise in the base line of the tracing during feelings of anx- 
iety or resentment, indicating a sustained contraction in 
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Fig. 5 (subject B).—Kymographic tracing showing response of the 
descending colon to the intramuscular administration of acetyl-beta-methyl- 
choline chloride. Note the elevation of the base line and increase in 
amplitude of contraction following the injection. The balloon was lying 
in the descending colon (see fig. 4). 


the sigmoid region."’ Increased rhythmic contractility, 
sustained contractions, hyperemia, engorgement, hyper- 
secretion of lysozyme and the secretion of a thick 
tenacious mucus has been observed in all of our fistulous 
subjects during periods of anxiety or anger. We believe 
that the engorged mucosa and the continued hyper- 
function lead to submucosal bleeding and ultimately to 
ulceration. Finally, the increased lysozyme concentra- 
tion may contribute to the damage by eroding the 
mucous membrane. The engorged, fragile, eroded 
mucous membrane is probably easily invaded by indige- 
nous fecal micro-organisms or is further damaged by 
the action of substances normally present in the fecal 
stream. This thesis is shown diagrammatically in 
figure 3. Wener and Simon’s work * producing ulcera- 
tive colitis in animals was’ done by the prolonged 
administration of methacholine chloride, which agent 
produced hyperfunction of the colon in our subjects B 
and C** (figs. 4 and 5). 

The following conclusions concern the ascending, 
transverse and descending colon as observed in these 


4 subjects. 


New York, Paul B. Hoeber, I 


11. Grace, W. J.; Wolf, S., and Wolff, H. G.: The Human Colon, 
ne., to be published in 1950. 
12. Wener, H. E., and Simon, M. A.: Production of Ulcerative Colitis 
in Dogs by the Prolonged Administration of Mecholyl, Gastroenterology 
12: 637, 1949. 
13. Grace, W. J.; Holman, C. W.; Wolf, S., and Wolff, H. G.: The 
Effect of Various Pharmacologic and Physical Agents on the Human Colon, 
in preparation. 
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CONCLUSIONS 

1. Feeling states characterized by anger and resent- 
ment are associated with hyperfunction of the colon. 
This hyperfunction of the colon is manifested by hyper- 
emia, engorgement, hypermotility, hypersecretion of 
mucus and of the enzyme lysozyme. 

2. Hyperfunction of the colon results in increased 
fragility of the colonic mucosa. 

3. The colon during periods of anger and resentment 
resembles the colon after the administration of metha- 


choline chloride. 

4+. Sustained feelings of anger and resentment associ- 
ated with sustained hyperfunction of the colon result 
in submucosal bleeding and ulceration. 


ABSTRACT OF DISCUSSION 


Dr. Tuomas P. Atmy, New York: The typical ulcerative 
colitis patient is referred to as an immature, overly dependent, 
indecisive, submissive person who deeply represses his feelings ; 
the neurosis begins before the illness, and the onset of the 
illness usually occurs in association with some crisis, in which 
the need of this person for tender care is threatened, typically 
by the loss of a parent. This is usually associated with a clear- 
cut emotional conflict involving an overlay of guilt and a deep 
undertone of resentment and hostility. The experiments which 
Dr. Grace has described will be of lasting importance because 
they demonstrate that during such emotional conflict there are 
significant changes in the colon. Associates and I made studies 
on 125 normal, unoperated human beings, in whom we noted 
only the motility and the mucosal engorgement of the sigmoid. 
In these we have regularly observed a significant correlation 
between emotional conflict and a decided increase in motility and 
mucosal engorgement similar to the changes observed by Dr. 
Grace and his associates. They imply that all parts of the 
colon probably respond in the same way, simultaneously, to 
an emotional stimulus. This may not always be the rule. 
When Cannon confronted his cats with a growling dog, the 
distal portion of the colon did not participate in the general 
paralysis of bowel motility. We have no satisfactory simul- 
taneous observations on the motility of the proximal and distal 
portions of the human colon during emotional conflict. Recently, 
however, Dr. Fred Kern has shown that methacholine chloride, 
subcutaneously administered, simultaneously increases the motil- 
ity of the ascending colon and decreases the motility of the 
sigmoid. Thus it seems possible for a systemic stimulus to 
affect various portions of the colon differently. I do not 
believe, with Dr. Grace, that these observed colonic changes 
are specifically related to the emotion of anger or hostility. 
| think of them as frequent bodily accompaniments of any 
prolonged emotional conflict. I am more impressed with the 
submissive tremulous behavior of the patient with ulcerative 
colitis than with his anger. It has been pointed out that 
suppressed anger is an important element in the development of 
hypertensive vascular disease and peptic ulcer, two conditions 
which seldom develop in the patient with ulcerative colitis. 
Were any observations made on gastric function or on blood 
pressure during these experiments ? 

Dr. Asner WinKetstetn, New York: The cases reported 
indicate that under the stress of certain acute, overt, conscious 
emotional disturbances there results a general excess in physio- 
logic function including the motor activities, secretion, circu- 
lation, fragility and lysozyme concentration. It seems definite 
that the response of the emotionally disturbed patient with 
ulcerative colitis was much greater (leading even to petechial 
hemorrhages) than that of the placid patient with the diver- 
ticulitis stricture. The authors imply that such excessive 
responses may be of etiologic significance. Our psycho- 
somatic group at Mount Sinai Hospital recently studied 
on the service of Dr. M. Ralph Kaufman a patient with 
severe ulcerative colitis, who had a large cecostomy opening 
with a prolapsed cecal and ascending colonic mucous membrane. 
Dr. Grace assisted us with the physiologic studies in this case. 
We noted extreme and rapid fluctuations in vascularity, ranging 
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from decided pallor to severe hyperemia, even to petechial 
hemorrhages, in association with certain emotional changes, 
This patient, when in a dying state from wounds received at 
the battle front, was threatened with death by a German army 
officer. After his escape and subsequent multiple surgical 
operations, ulcerative colitis developed. He is undergoing 
further surgical treatment now, and unconsciously he identj- 
fies physicians, particularly surgeons, with the threatening 
German army officer. The hyperemic changes predominated 
in him. Secretion, fragility and lysozyme production varied in 
narrow limits, and it was noted that his motor activities seemed 
decidedly diminished. This suggests a dissociation in intestinal 
functions. We believe that this phenomenon of dissocia- 
tion, hitherto undescribed, may be of considerable impor- 
tance in the various disease processes in the gastrointestinal 
tract and that it therefore deserves special study. In the past 
most psychosomatic studies, like the present one, have stressed 
hyperfunction (or, less frequently, hypofunction) as an etio- 
logic agent. Prolonged psychoanalysis, with the method of 
free association, and parallel physiologic studies of the organ 
involved will probably prove to be the most fruitful types 
of study. 

Dr. Stpney Portis, Chicago: In medical school many years 
ago physicians learned the physiology of the gastrointestinal 
tract as applied to dogs and cats and tried to integrate that 
evidence later with what happened in man. It is wholesome 
when such capable investigators as Grace, Wolf and Wolff, and 
particularly Wolf and Wolff, offer objective evidence of what 
really goes on in the body, taking the guesswork out of gastro- 
intestinal medicine. The behavior of the human colon as a 
result of emotional disturbance under certain life situations is 
illuminating. The problem that concerns the gastroenterologist, 
who cannot perform a gastrostomy or colostomy in every 
patient, is what he can do from the pharmacologic approach to 
relieve these patients of their altered physiology. Apparently 
supportive management is not enough. I would be interested 
to see what Dr. Grace and his associates could do in these 
same subjects if they had drugs which could block out or prevent 
these emotional disturbances from reaching this segment of the 
gastrointestinal tract. Apparently there are pleomorphous emo- 
tional patterns which can give the results shown. I recognize 
that there is a definite emotional factor in ulcerative colitis, but 
I am not convinced that all the emotional patterns, to which the 
psychiatrists attribute production of the pathologic phenomena 
of ulcerative colitis as the end result, are as important as they 
would like to have one believe. One should look for some basic 
emotional factor which would be the common denominator i 
all cases. The other emotional factors which exist in the person 
with ulcerative colitis could therefore be looked on more or less 
as “window dressing.” In our studies the basic psychiatric 
pattern of the patients was the wish to give or compensate. 
They dressed it up in any type of emotional whim or pattern 
that suited their behavior. 

Dr. WitttaM J. Grace, New York: The methods of collect- 
ing data used in these studies in the psychosomatic clinic at 
the New York Hospital consisted of taking from the patient 
a detailed biographic history, interviewing his relatives, friends 
and other patients on the ward with him, utilizing his dreams, 
and by interviewing him when he is under amobarbital sodium 
(amytal sodium®) sedation, by observing what the patient says 
and does not say. When the patient says he is angry, there § 
no reason to disbelieve him. It has always been difficult to deal 
with the problem of conscious versus unconscious conflict. 
phenomenon of consciousness or unconsciousness is a matter 
of relativity or a matter of degree or awareness. Our patients 
with ulcerative colitis had conflicts and problems which were 
with them every minute and every day, but which only became 
feared when some incidents in their lives brought the com 
flicts to their awareness, or when we brought the pro 
to their awareness. We look for conflicts and difficulties in the 
patient's life, and then in the experimental laboratory we P 
tate these conflicts by deliberately discussing them with the 
patient. We then correlate our observations with the i 
history of the disease. With regard to the available antispas- 

modic agents, we have tested all of them on most of our 
subjects. None of them are powerful. 
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MEDICAL GROUP PRACTICE IN THE 
UNITED STATES 


Vi. Income of Physicians 


MARCUS S. GOLDSTEIN, Ph.D. 
Public Health Administrator, United States Public Health Service 


Washington, D.C. 


This is the sixth report from the Division of Public 
Health Methods in a series on medical group practice 
in the United States.'. The financial returns and other 
material benefits that may be expected by physicians 
from participation in group practice would seem to be 
of practical interest to the medical profession generally. 
Available data on the subject are therefore presented 
herewith. These data, although based on a small sample 
of groups, reflect the actual and recent experience of 
physicians in group practice and to this extent may 
serve as some index of existing conditions. 

The bulk of the information at hand was obtained 
from 22 groups studied intensively, each over a period 
of about two to three weeks by a representative of the 
Public Health Service. In selecting the groups for 
intensive study, an attempt was made to secure repre- 
sentation with regard to geographic locality, size of 
community, number of physicians comprising the group, 
type of group ownership and the like; an additional 
determining factor was the maintenance of medical 
records by the group. The composition of the sample 
of groups studied intensively, according to a report now 
in preparation, corresponds fairly closely, except for a 
somewhat higher proportion of large groups, with a 
much broader sample of groups surveyed by question- 
naire in 1946."° Groups other than those intensively 
studied were visited briefly by a member of the survey 
staff in the course of field trips over the country, and 
some additional material on sick leave allowed physi- 
cians was obtained and integrated with the data of the 
intensive groups. 


INCOME OF PHYSICIANS 

Income pertains to 1945 and 1946 and is based on the 
fiscal statements generously made available by 18 of the 
medical groups studied intensively.2. Table 1 gives an 
estimate of the annual income per practicing physician 
in these 18 groups. The net income has reference to 
actual cash distributed to the physicians. Part-time 
physicians were counted as one-half members in the 
distribution of the groups’ income, and similar adjust- 
ments were made for physicians with the group only 
part of the income year. Total income in one group is 

on ten months and in another group on eleven 
months, the group income in each instance being raised 
to a twelve month level. 

As will be noted in table 1, the group net income 
per physician in the 18 groups ranged from approxi- 
mately $7,000 to $25,000 a year and the gross from 
about $9,000 to $44,000. Substantial sums considered 


1. (ec) Hunt, G. H.: Medical Gro ice i i 

junt, G. H.: up Practice in the United States: 
eduction, New England J. Med. 237: 71-77 (July 17) 1947. (b) 
» G. a and Goldstein, M. S.: Medical Group Practice in the United 
Alantic ‘S¢ Survey of Five ae in New England and the Middle 
() Med tates, New England J. Med. 237: 719-731 (Nov. 13) 1947; 
fieunaire Group Practice in the United States: III. Report of a Ques- 
Dec 6) urvey of All Listed Groups, 1946, J. A. M. A. 135: 904-909 
“et. 247. (d) Goldstein, M. S.: Medical Group Practice in the 
136: gsr acs: IV. Organization and Administrative Practices, J. A. M. A. 
States: vw (March 27) 1948; (e) Medical Group Practice in the United 

: Growth of Groups, Journal-Lancet 69: 42-46 (Feb.) 1949. 


For qincome refers to 6 groups in 1945 and to the remaining 12 in 1946. 
; fe wd of convenience, only the date 1946 will be used in the dis- 
— to 

and ner UP income per physician was obtained by dividing the total gross 

during the sectively, by the number of physicians practicing in the group 
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by 6 groups as net income had not been distributed to 
the physicians as cash but were kept as reserves or 
spent for insurance, income taxes and the like. Includ- 
ing this nondistributed “net” in the calculation of 
income per physician would raise the mean to $16,352 
for all the groups. Compared with the income of medi- 
cal groups in 1929 as given by Rorem,* there has been 
an increase of 76.7 per cent in the gross and 54.9 per 
cent in the net group income per physician during an 
interval of sixteen or seventeen years. An increase 
of about 87 per cent in average gross income among 
practitioners in general has taken place between 1928 
and 1947 as computed from data given in Medical 
Economics.® In this same issue of Medical Economics, 
Richardson gives the mean income of physicians in 
group practice in 1947, determined by a questionnaire 
survey, as $26,998 gross and $16,493 net. Each of these 


TaBLe 1—Gross and Net Group Income per Physician in 
18 Medical Groups, 1946 


Group Income per Physician 


Group Size of City -— —~ 
No. Group* Sizet Gross Net! 
Large 3 $15,049 $ 6,962 
Large 1 9,2468 7,583 
Medium 1 17,322| 9,248 
Small 1 9,897 
Medium 1 16,7968 10,505 
Large 1 19,7468 12,084 
Medium 3 25,198 13,833 
Diccesésncctteiarass Large 2 24,775 14,261 
Medium 1 $2,557 14,916 
ee Large 1 35,040 15,456 
Large 3 30,491 15,545 
Small 1 27,133 15,956 
Large 3 26,851°§ 17,521 
BE. Small 1 25,044 18,050 
Small 1 32,179 19,606 
Wiisccsttciccsccscese Large 1 32,506 20,401 
Large 1 45,6978 21,264 
Medium 1 37,139 24,002 
Mean 26,447 15,059 


* Size of group refers to number of full-time physicians or the equiva- 
lent thereof (i. e., 2 part-time members would be counted as 1 full-time 
physician). The classification is as follows: small, 3 to 5 pbysicians; 
medium, 6 to 10 physicians; large, 11 or more physicians. 

+1 = under 50,000 population; 2 = 50,000 to 100,000; 3 = 100,000 and 
over. Population refers to the 1940 census. 

t Net refers to actual cash distributed to physicians. 

§ Group operates a hospital (owned by physicians, consumers or non- 
profit foundation). Gross income represents receipts for physicians’ ser- 
vices only. Where a prepayment plan is in effect (in 2 groups), the income 
from the plan is also included in the gross. 

|| The gross income includes the receipts of 1 employed dentist, the 
mean gross income being weighted accordingly. 

£ The income of several dentists is included in the gross, and the mean 
gross income has reference to physicians and dentists. 


figures is 51.7 per cent more than the corresponding 
mean income of physicians practicing individually, also 
given by Richardson in this paper.* His averages for 
physicians in group practice, it will be noted, are similar 
to those of the present sample, although it is not clear 
whether all physicians in group practice or only the 
partners in a medical group were considered in Richard- 
son’s computations. The latter is suggested by the 
context of the article, and, if so, the two samples of 
group physicians would not be strictly comparable.’ 


4. Rorem, C. R.: Private Group Clinics: The Administrative and 
Economic Aspects of Group Medical Practice, as Represented in the 
Policies and Procedures of Fifty-Five Private Associations of Medical 
Practitioners, Publication no. 8, Washington, D. C., Committee on the 
Costs of Medical Care, 1931. 

5. Richardson, W. A.: Physicians’ Incomes, M. Economics 25: 59 
(Sept.); ibid. 26:63 (Oct.) and 59 (Nov.) 1948; ibid. 26:63 (June) 


6. The material of the Medical Economics survey, it should be noted, 
was obtained by means of a reply postcard bound into each of the 135.500 
copies of the March 1948 issue. According to Medical Economics, cards 
that had not been filled in fully or the accuracy of which there was any 
doubt were eliminated, as were other cards discarded in the process of 
weighting the returns. The sample used comprised 4,878 replies.® 

7. Forty-three per cent of the physicians in the 18 groups listed in 

1 were employed members. 
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All but three of the groups listed in table 1 were 
partnerships, and 13 of the partnership groups had at 
least one employed physician on their staffs. Of the 
three nonpartnership groups, one was sponsored by a 
consumer organization and two were hospital groups, 
all physicians in each being employed by the sponsoring 
agency.” The net group income per physician in the 
nonpartnership groups was $10,270, a lower figure than 
the mean for all the groups. As regards the effect of 
the size of the group or the size of the community in 
which the group was located, all that may be said on 
the basis of the present small sample is that groups of 
4+ and 5 members have apparently earned as much net 
income as have groups with 23 physicians, and some 
groups in small communities show as large a gross and 
net group income per physician as do groups located in 
large communities. 

Regional differences in mean earnings of physicians, 
as shown by Richardson,’ are substantial. In the 
present instance, the distribution of groups by census 
region was as follows: Middle Atlantic, 3; East North 
Central, 5; West North Central, 3; East South Central, 
1; West South Central, 3; Mountain, 2; Pacific, 1. 


Percent 


31.8 


Partners 


tt 


‘ 
‘ 
‘ 


29 


Thousands of Dollars 


Percentage of employed physicians (33) and partners (44) in group 
practice receiving the imdicated annual net income, 1946. 


There has plainly been no special selection of groups 
from high medical income areas, such as, for example, 
the far west. 

The net income of individual physicians is available 
for 77 members of the groups listed in table 1. Here, 
too, annual income was adjusted when necessary, e. g., 
net cash received by a physician with the group seven 
months was raised to a twelve month level. Such 
adjustments were made in about half of the individual 
incomes. 

Table 2 gives the net income of these physicians, 
according to status (partner or employed) and age. 
The mean earnings of the total 77 physicians were 
about $14,000 (median $12,000). This sum is approxi- 
mately a thousand dollars less than the average group 
income per physician shown in table 1, a difference 
which may be due in part to the fact that bonuses, often 
given to employed physicians at the end of a year of 
service," were usually not included in the income of 
physicians who were with a group less than a year. 
Such bonus funds, however, as distributable net income, 
were counted in the group income per physician (total 
net of the group divided by number of physicians). It 
may be noted in this connection that 33 of the 77 phy- 
sicians were employed members of the groups. 

In table 2 may also be discerned a striking difference 
between the net incomes of partners and employed 
physicians, the former earning on the average almost 
double the amount of the latter." The age of the phy- 


8. For a definition of the various types of groups the reader is referred 
to previous papers of the series (footnote 1 a and d). 
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sician seems to be less important a factor in the income 
of employed physicians than among the partners jn 
groups, although the number of physicians in each 
rubric when the sample is split by status and 

becomes small, and the results can only be considered 
suggestive. The higher income of the older partners 
in contrast to that of the younger, is probably due in 


Tasie 2.—Net Income Distributed to Physicians in Group 
Practice, by Status and Age of Physicians, 1946 


Income by Age of Physicians 
Total Physicians ————— 


~«~(Under 40 Years 40 Years and Over. 
Status of Mean 
Physicians No. Income S.D. No. Mean 8S.D. No. Mean 
Partners......... 44 $17,497 $9,179 9 $15,229 $5,239 35 $18,081 $10,097 
Employed........ 339,331) 3,423 200 3,446 139622 


All physicians.... 77 13,907 8,381 29) 11,080 4,911 48 15,790 9513 


part to a generally greater share in the assets of the 
group by reason of seniority in the partnership. The 
main difference in net income, however, is between 
the partners and employed physicians of the groups. 
The chart indicates the extent of this divergence.” 

The net income of the group physicians in relation to 
years in medical practice (excluding time spent in 
internship and residencies), compared with apparently 
similar data for “independent physicians” in active prac- 
tice during 1947 as given by Medical Economics® is 
indicated in table 3. The tabulated results suggest that 
physicians in groups earn more, rather than less, after 
nineteen years in practice, in contrast to conditions in 
general in the ondiaalin This trend occurred among 
both employed members and partners of the groups, but 
much more clearly among the latter. Two thirds of the 
employed physicians had been in practice less than 
ten years at the time of the study. The mean number 
of years in practice for all 73 physicians was 16.6. 

A word may be said about the variability, expressed 
by the standard deviation, in table 3. The observed 
marked difference in this respect between the young 
men and those in practice ten or more years is likely 


Taste 3—Net Income of Physicians in Relation to Years 
in Medical Practice 


Net Income of Physicians in 


= Group Practice Independent 
“No. of 

Years in Practice Physicians Mean 8. D. Mean 
25 $ 9,891 $ 3,861 $ 9,329 
13 18,244 7,004 12,248 
90 and 19,711 14,426 10,306 

73¢ $14,253 $ 8,526 $11,300 


* From Richardson.® the 
+ Of the 77 physicians in group practice whose income was known, 


years in practice of 4 were unknown. 


due to the fact that the income of the former represents 
for the most part salaries whereas that of the older 
men refers to the division of pooled income by partners 
Earnings of partners, depending on factors | total 
intake of the group, percentage of assets owned by the 
individual partner and relative share of net o 


9. The median income was generally somewhat less than oe 
net 


sponding mean in tables 2 to 4 (except in 3 instances, where it Was 
higher). Consideration of the medians instead of the means would 
have materially affected the noted tendencies, $35,000 is 
10. The amounts’ given in the chart refer to mid-points, ¢ 8+ 
the middle of the income range of $4,000 to $5,999. 
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for each partner, would ipso facto seem much more 
susceptible to greater variation than would the salaries 
of employed physicians." 

Table 4 indicates the role of specialist status with 
respect to income. The mean income for all group 

ysicians who limited themselves to a_ specialty, 
$14,491, is virtually identical with that given in Medical 
Economics for full specialists in 1947, i. e., $14,442.° 
Of special interest, however, is the relatively small 
difference in income between full specialists and phy- 
sicians not limited to a specialty,’* evident among the 
partners and employed physicians in the group, in con- 
trast to the substantial difference between partners and 
employed regardless of specialist status. Among the 
23 physicians recorded as not limited to a specialty, 8 
had classified themselves as surgeons, 5 as obstetricians, 
4 as internists and 2 as pediatricians. Likely enough 
the practice of each of these men was largely confined 
to the field specified. 

The possibility of a preponderance of group phy- 
sicians in high income specialties was checked. Actually, 
22, or less than half of the 52 physicians limiting them- 
selves to a specialty, were in high income fields (those 


Taste 4— Net Annual Income of Physicians in Group Practice 
with Respect to Specialists and Nonspecialists, 1946 


Net Income of 


Practice Total Physicians* Partners Employed 

Physician No. Mean S8S.D. No. Mean’ §S.D. No. Mean S&S.D. 
Not limited to a 

specialty ....... 23 $13,345 $4,781 12 $16,518 $ 2,337 11 $9,883 $4,360 
Limited to a 

specialty ....... 52 14,491 «9,654 32 17,865 10,817 20 9,093 3,065 
Certified 

specialists ...... 32 17,366 11,059 24 19,926 11,558 8 9,687 3,587 


*The status with regard to specialization was not known for 2 
employed physicians who earned $7,344 and $10,000, respectively. 


in which, according to the survey by Medical Eco- 
nomics,® earnings were higher than the average for all 
specialists). These high income specialties and the num- 
ber of group physicians limited to each were as follows: 
eye, ear, nose and throat, 8; general surgery, 6; radi- 
ology, 5; obstetrics, 3. The numerically largest specialty 
was internal medicine, in which were 19 physicians, 
15 of whom limited themselves to this field of practice. 
In short, the data on income of physicians in medical 
groups are evidently not affected by excessive weighting 
in the high income specialties. A breakdown of income 
by various specialties is not attempted in view of the 
small representation in each. 


OTHER MATERIAL BENEFITS 


In addition to annual cash income, many medical 
ftoups provide their staff members with other benefits 
Which ordinarily have a money value and often are 
considered as equivalent to income. Such advantages 
are vacations and sick leave without loss of income; 
msurance premiums of various sorts paid by the group, 
and retirement provisions. The number of medical 
soups reporting benefits of this kind will therefore be 
noted, and a brief quantitative appraisal of each, so far 
as feasible, will be attempted. 

Pin acations—The individual physicians in 21 of the 
situps studied intensively were asked the amount of 


hie deviation in relation to its mean, observed in 
“ae distribution in i t a ey not be an adequate descriptive statistic 


. ifference between the means not statistically significant at 
level of probability, both in of partners employed 
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time they had taken for vacation during the preceding 
year. During the period under discussion, 1945 and 
1946, the shortage of physicians in civilian practice on 
account of the war was still acute. Many of the group 
physicians mentioned this fact as a reason for having 
curtailed their vacation period or in some instances not 
having taken any at all. In any case, a total of 176 
full-time physicians responded to the query, reporting an 
average of 17.9 + 9.74 days of vacation; 115 partners 
of this total number of physicians took an average of 
18.9 + 10.3 days, and 61 employed members were 
allowed 16.1 + 8.36 days.’* It has been reported that 
“independent” physicians in general (those receiving 
less than half their income from salaries) took an 
average of eleven days of vacation in 1943 and of six- 
teen days in 1947.14 

Individual groups have their own special arrange- 
ments as regards vacation time allowed. For example, 
in some the length of service with the group determined 
the amount of time allowed, usually one or two weeks 
more being given to physicians after about two years 
with the group; in one group the age of the physicians 
was taken into account, and in other groups, the partners 
received somewhat more time than the employed staff 
members. The employed physicians in partnership 
groups are often younger men, many of whom are on a 
“probation” period of a couple of years or so before 
being accepted into the partnership.'¢ 


Sick Leave.—The question of sick leave allowed 
members of the staff was put to 35 groups, with the 
following results: The amount was “not specified” in 
12, was “not limited” in 7 and averaged 156.6 days 
(median, 90 days) in the remaining 16 groups which 
indicated extent of sick leave permitted members. The 
term “not specified” probably means that each case was 
considered as it arose, with no prearranged set period 
applicable to all. There was no difference in the 
amount of sick leave for partners or employed phy- 
sicians in 7 partnership groups which specified the time 
allowed. The variation in paid sick leave was great, 
ten days to one year in different groups, yet the trend 
was definitely on the liberal side, 12 of the 16 groups 
that specified the time allowed providing sixty days or 
more. Examples of the divergence in handling the issue 
of sick leave by groups, according to their own com- 
ments on the subject, are: “Policy is to make decisions 
for each case as it arises.” “First six months leave 
with full pay, second six months at half pay, with a 
review of the case by the Executive Committee at the 
end of twelve months to determine the physician’s 
future status with the group.” “One month on full 
salary, not more than 75 per cent of his salary there- 
after.” “One month of sick leave after one year with 
the group, two months after five years.” “Two weeks 
plus free medical and surgical care.” “A man is carried 
six months at income level of his last active month and 
another six months at half that income.” 


Insurance-—Of the 22 groups studied intensively, 
18 were partnerships, and 11 of these provided life 
insurance to cover equity of members. Six of the 
22 groups carried other forms of life insurance for 
staff physicians, including employed members. In some 
groups the life insurance was carried as part of a retire- 
ment plan. In one group the junior partner bought 
the customary life insurance policy on which, after he 


13. The + sign and figure after it refer to standard deviation. The 
difference between the means of partners and employed is a sig- 


nificant statistically at the 0.05 level of probability. 
14. (a2) M. Economics 22: 45 (Feb.) and 43 (June) 1945; ibid. 23: 50 
(Nov.) 1945. (6) Footnote 5. 
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attained senior status, the group paid an additional 
one tenth of the premium each year until it assumed 
the total cost. Disability insurance as such was appar- 
ently uncommon, only 2 of the 22 groups noting this 
service. Malpractice insurance for staff members was 
carried by 21 of the 22 groups. 

Retirement Plan or Annuity.—Seven of the 22 groups 
intensively studied reported having a definite retire- 
ment or annuity plan. The age at normal retirement 
ranged between 60 and 68 years in these groups, 
although a physician at his own request was per- 
mitted in some groups to remain on the staff for 
several years longer, occasionally on a “partial retire- 
ment” basis. In one group the salary of a_physi- 
cian was reduced 5 per cent annually after he reached 
the age of 65 years. In another, one half of the premium 
on an annuity was paid by the clinic after a physician 
had served five years with the group. 

Miscellaneous Benefits —Thirteen of the 22 inten- 
sively studied groups paid the professional society dues 
of their members. Leave for clinic trips was common, 
occurring in 21 of these 22 groups. The average work 
day for 217 full-time physicians in group practice, 
according to their own statements, was 9.4 + 2.05 
hours. In 1943, as reported by Medical Economics,'™ 
the mean number of hours spent daily in practice was 
10.4 for physicians in general and 9.9 for full specialists. 
The number of “free” days afforded the group phy- 
sicians averaged 1.3 per week; 83 per cent of the total 
number had 1 to 1% days “free.” 

COM MENTS 


Other things being equal, it seems fair to assume 
that the development of medical group practice as a 
widespread phenomenon will be considerably influenced 
by the kind of remuneration and other tangible benefits 
likely to accrue to the physicians in this mode of prac- 
tice. To what extent the income data of the 18 medical 
groups reported on reflect general conditions, it is 
impossible to say with certainty. To be sure, as noted 
in the beginning of the paper, every effort was made 
to obtain a representative sample of groups for inten- 
sive study, and for this reason it is felt that the results of 
the present report are suggestive of conditions in medi- 
cal groups in general. It should be understood, how- 
ever, that the present data do not “predict” higher 
incomes for physicians entering group rather than 
other forms of practice. 

SUM MARY 

A report is made on income and other material 
benefits received by physicians in a number of medical 
groups. The data refer to conditions in 1945 and 
1946 and indicate the following : 

1. The annual group income per physician in 18 
clinics ranged from a net of about $7,000 to $25,000 a 
year. The net income of 77 individual members of these 
groups averaged $14,000. There was a marked differ- 
ence in income between partners and employed phy- 
sicians in groups, the average of the first being $17,497 
and that of the latter $9,331. In contrast to conditions 
in the medical profession generally, the income of group 
physicians tended to increase with years in practice. 
The role of specialization appears to be secondary, in 
the matter of income, to that of partnership status in the 
group. 

2. Nearly 18 days of vacation on the average were 
received by 176 full-time staff members of groups dur- 
ing the year. Sick leave was “not limited” in 7 groups, 
and 16 other groups allowed an average of 157 days 
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(median 90 days) per year. Life insurance to cover 
equity of partners was carried by the group in 11 of 
18 partnerships; malpractice insurance by the group 
for its members was common. Seven of 22 groups 
providing information on the subject noted retirement 
or annuity plans for their staff members. The average 
work day for the group physicians was 9.4 hours; 1 to 
1% “free” days per week were afforded the physicians 
in most groups. 


TREATMENT OF AMEBIASIS WITH AUREOMYCIN 
Report of Thirty-Eight Cases 


JOHN DAVIS HUGHES, M.D. 
Memphis, Tenn. 


The discovery by McVay, Laird and Sprunt? that 
aureomycin is effective in the treatment of amebiasis 
offered a new mode of antibiotic attack against this 
widespread and tenacious disease. The purpose of this 
paper is not to discuss amebiasis in general, which has 
heen reviewed adequately elsewhere,’ but specifically to 
report on the treatment with aureomycin of 38 patients 
seen in private practice. No claim is made that the 
dosage of the drug employed in this series of patients 
was adequate. Indeed, it is obvious that even more 
vigorous use of aureomycin is indicated than is herein 
reported. 


METHOD OF SELECTION OF PATIENTS 


All patients selected for this study had active ame- 
biasis with persistent symptoms and _ positive stools, 
Almost without exception all had had repeated ineffec- 
tive courses of carbarsone and diiodo-hydroxyquinoline 
(diodoquin®) administered as follows : carbarsone (0.25 
Gm.) after each meal for ten days followed by three 
tablets of the hydroxyquinoline compound (each 0.21 
Gm.) after each meal for twenty days, followed in turn 
by ten more days of carbarsone therapy. Many had 
had numerous courses of these drugs as well as regimens 
of iodochlorohydroxyquinoline (vioform®) (0.25 Gm.), 
two tablets twice a day for ten days, this course being 
repeated after a rest period of one week. A few had 
had emetine hydrochloride and chiniofon. It is clear, 
then, that the patients most difficult to cure were 
selected for aureomycin therapy. In this way the drug 
Was put to a severe test, and even with the small doses 
used in this group of patients it achieved some spectacu- 
lar successes. Had numerous, mild, previously untreated 
cases of amebiasis been included, the percentage of 
cures with aureomycin undoubtedly would have been 


higher. 
METHOD OF TREATMENT 


Each patient was treated on an ambulatory basis 
and was given twenty-eight capsules of aureomycin 
(each 0.25 Gm.) over a period of four to seven days. 
Antacids, alkalies, belladonna and barbiturates were 
used to control the nausea so commonly ind 


From the Department of Medicine, University of Tennessee College of 

Medicine; fellow of the American College of Physicians. a 
1. McVay, L. V.; Laird, R. L., and Sprunt, D, H.: A Preliminary 
Report of the Successful Treatment of Amebiasis with Aureomye® 

Science 109: 590-591 (June 10) 1949. , 
2. Craig, C. F.: The Etiology, Diagnosis and Treatment of Amebiasis 
Baltimore, Williams & Wilkins Company, 1944. Bundesen, H. Ne 
nolly, J. 1.; Rawlings, I. D.; Gorman, A. E.; McCoy, G. W., Nat 
A. V.: Epidemic Amebic Dysentery: The Chicago Outbreak of 1933, The 
Inst. Health Bull. 166: 1-187 (March) 1936. D’Antoni, J. 
Pattern of the Literature of Amebiasis: 1932-1947; A Commentary 
Trends, Am. J. Trop. Med, 29: 269-293 (May) 1949. 1961 
Human Amebiasis: A Review of Seven Hundred Cases Expres cm, 
Complaints, California & West. Med. 39: 397-401 (Dec.) 1933. MK: 
H. H.; Johnstone, H. G.; Packer, H.; Young, J. D.;_Callisot aol 
eed, R. K.: Incidence 

Infections 


Memphis Hospital, Am. J. Trop. Med. 28: 373-382, 1948. 
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aureomycin, and often paregoric was required for relief 
of abdominal cramping. Rectal and perianal burning 
were frequent side effects. 

Since amebiasis induces no effective immunity and 
reinfection is so common, it is often impossible to 
determine whether a patient returning with a positive 
stool has failed to be cured or has contracted the disease 
again. Every attempt was made to get each patient 
to have the stools of all members of the household, 
including the cook, checked for Endameba histolytica, 
but sometimes this was not done. Moreover, all patients 
were ordered to avoid raw fruits and raw vegetables in 
public so as to help avoid reinfection. 


CRITERIA FOR CURE 


Two weeks after the patients received the last dose 
of aureomycin they reported for stool examination. 
In each case at least five warm liquid stools were 
examined after saline purgation. If the result was nega- 
tive and the patient free of symptoms he was listed as 
“cured” (see the accompanying table). It is readily 
admitted that more rigid criteria for cure are desirable, 
but in private practice it is often impossible to get a 
patient who now feels well and who has had five nega- 
tive stools to return repeatedly to the office for such 
an unpleasant and time-consuming test. In many 
instances follow-up stool examinations at intervals of 
two to three months were persistently negative, but 
this was not possible in all cases. 

Practically all patients were decidedly improved by 
the course of aureomycin, even those whose stools were 
still positive. In fact, many of the latter felt so normal 
they could hardly believe that they still harbored the 
parasite. In my experience aureomycin gives the most 
consistent and rapid symptomatic relief of all ame- 
bacides. This may well be because it kills not only 
E. histolytica but perhaps also secondary invaders. 


REPORT OF CASES 


The following 3 cases are typical not only of the 
difficult condition of patients on whom the drug was 
used but also of the rapid response to aureomycin. 


Case 1—K. E. J., a medical student aged 29, had inter- 
mittent diarrhea and dyspepsia of nine months’ duration. A 
detailed history revealed nothing worthy of comment except 
episodes of paroxysmal tachycardia of unknown type since 
childhood. The physical examination revealed normal condi- 
tions except for a temperature of 99.7 F. and a tender liver 
enlarged 2 fingerbreadths below the right costal margin. Cysts 
of E. histolytica were found in the fifth warm liquid stool 
passed after saline purgation. Blood cell counts, sedimenta- 
ton rate, reactions to blood Kahn tests, upper gastrointestinal 

ic and roentgenographic examinations, electrocardio- 
stam and teleoroentgenogram were normal. The voided urine 
showed a trace of albumin, 6 to 8 hyaline casts, a rare erythro- 
cyte and 10 to 12 leukocytes per high power field, centrifuged 
specimen. The sulfobromophthalein sodium liver function test 
showed 7.5 per cent dye retention sixty minutes after the 
mtravenous injection of 5 mg. of dye per kilogram of body 


A diagnosis of amebic colitis with amebic hepatitis was made, 
and the patient was given one 0.25 Gm. capsule of aureomycin 
each meal and at bedtime for eight days. Two weeks 
aiter the last dose of aureomycin he returned feeling greatly 
mproved. His only complaint was occasional heartburn. His 
temperature was normal, and his liver was barely palpable. 
We warm liquid stools were negative for E. histolytica. The 
D hthalein sodium test performed as previously 
yg showed no dye retention at sixty minutes; the result 
thymol turbidity test was 3 units, and the quantitative 
“rum bilirubin 0.51 mg. per hundred cubic centimeters. The 
Was normal except for a trace of albumin. 
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This case is of interest because it shows that amebic hepatitis 
may be cured by aureomycin. However, I have seen a severe 
amebic liver abscess which failed to respond to heavy and 
prolonged doses of aureomycin but which resolved promptly 
with emetine hydrochloride. 


Case 2.—V. N., a housewife aged 43, on Aug. 27, 1948 gave 
a history of colitis for the past thirty years manifested by 
explosive attacks of diarrhea every four to five weeks, often 
alternating with constipation. She habitually passed much 
flatus and some mucus. Years previously she had had slight 
melena. She was tired, worried and highly nervous. Physical 
examination was noncontributory except for a temperature of 
99.3 F. and vague tenderness in the right upper abdominal 
quadrant. The liver was not palpable. The patient’s stools 
were full of motile and cystic E. histolytica. The sedimentation 
rate by the Cutler method measured 20 mm. in one hour. The 
serologic reaction to the Kahn test was negative, and the urine 
was normal. There was no anemia, but leukocytosis (12,050 cells 
with 78 per cent polymorphonuclear neutrophils) was present. A 
teleroentgenogram and electrocardiogram, performed because 
of the patient’s fears of heart disease, were normal. Complete 
gastrointestinal roentgenographic examination was normal 
except for spasticity of the sigmoid colon. Cholecystograms 
were negative. A sigmoidoscopic examination showed much 
mucus and an occasional small ulcer. 

The patient was given carbarsone (0.25 Gm.) after each meal 
for ten days. This was followed by three tablets of diiodo- 
hydroxyquinoline (each 0.21 Gm.) after each meal for twenty 
days, and then the ten day course of carbarsone was repeated. 
She returned Nov. 4, 1948 feeling greatly improved, but her 


Results of Treatment 


Number of patients treated... ......cccosccsesses 38 
Number of patients not cured..............00005 11 
Percentage of patients cured. 71% 


stools were still positive for E. histolytica. I then prescribed 
two tablets of iodochlorohydroxyquinoline (each 0.25 Gm.) twice 
a day for ten days, then a week without the drug, then another 
ten day course of it. On Dec. 20, 1948 motile E. histolytica 
were again demonstrated in her stool easily. She then repeated 
the forty day regimen of carbarsone and diiodo-hydroxy- 
quinoline as previously described. She returned Feb. 28, 1949 
still not feeling well, and again her stool was positive. She 
was given 9% grains (0.61 Gm.) of emetine hydrochloride 
solution by intramuscular injection in a period of ten days, 
during which time she took two tablets of iodochlorohydroxy- 
quinoline twice a day. After a week without treatment she 
repeated the ten day course of the hydroxyquinoline compound. 

On April 18, 1949 cysts of E. histolytica were again found 
in her stools. She was given aureomycin (0.25 Gm.) every 
four hours for twenty-eight doses. Her stool was rechecked 
with negative results on May 16, 1949, and she stated that 
aureomycin had stopped her symptoms dramatically. She volun- 
teered that she felt normal for the first time in many years. 

When amebiasis was first discovered in this patient the stools 
of her husband (case 3) were checked and were also highly 
positive for E. histolytica. He had felt unaccountably fatigued 
for years but had no definite gastrointestinal symptoms. His 
stools were as persistently positive as hers in spite of treatment 
identical to hers. On April 18 he also was given aureomycin 
(0.25 Gm.) every four hours for twenty-eight doses. On 
May 16 his stools were negative and he considered himself 
entirely well. His pronounced fatigue had disappeared. 


SUMMARY 


1. Thirty-eight patients with amebiasis were treated 
in private practice, each patient receiving twenty-eight 
capsules of aureomycin (0.25 Gm.) over a period of 
four to seven days. 

2. Practically all patients in this series had had 
repeated ineffective courses of carbarsone, diiodo- 
hydroxyquinoline (diodoquin®) and iodochlorohydroxy- 


1054 CARBON 


quinoline (vioform®) ; a few had failed to be cured by 
emetine hydrochloride and chiniofon. Hence, this group 
treated with aureomycin was comprised of patients diffi- 
cult to cure. It is believed that had previously untreated 
mild cases been included the percentage of cure would 
have been higher. 

3. The two criteria of cure were abolition of symp- 
toms and five negative warm liquid stools examined 
after saline purgation at least two weeks after the 
last dose of aureomycin. No attempt is made to defend 
these criteria, which are admittedly not ideal but which, 
from a practical standpoint, were selected for the pur- 
pose of this study. In most cases stool tests were 
made at intervals of two to three months and remained 
negative. 

4. Twenty-seven of 38 patients (71 per cent) treated 
in this manner were “cured.” 

5. Practically all patients in this series, even those 
who returned with positive stools, reported great relief 
of their symptoms, and many of the latter could hardly 
believe that they still harbored the parasite. 

6. The use of aureomycin in amebiasis is so new that 
optimum dosage schedules have not yet been established. 
It is advised that in the treatment of amebiasis with 
this drug larger doses be tried over a longer period 
of time. 

Suite 2117, Sterick Building (3). 


CARBON MONOXIDE ANOXIA 


Intravenous Administration of Procaine Hydrochloride in the 
Treatment of Acute and Chronic Effects 


EDWIN W. AMYES, M.D. 
JOHN W. RAY, M.D. 
and 
NORMAN W. BROCKMAN, M.D. 
Los Angeles 


Anoxia due to carbon monoxide poisoning incurred 
other than in attempted suicide is more common than is 
generally known. In Los Angeles County, during the 
last three years (1947-1949) there were 109 deaths 
reported in which the exposure to carbon monoxide had 
been accidental and in a closed room warmed by an 


open gas heater.’ 

During the winter of 1948-1949, 32 persons with 
carbon monoxide anoxia due to the same type of 
exposure were admitted to the neuromedical service 
of the Los Angeles County Hospital. A number of 
these patients gave a history of symptoms indicating 
multiple previous exposures. In none of them had a 
correct diagnosis been made prior to the acute, severe 
and more obvious anoxial episode that led to their 


admission. 

The initial diagnosis made in the home, emergency 
room or ward before a history could be obtained was 
often incorrect even in the cases of acute anoxia. 
Among the initial erroneous diagnoses were schizo- 
phrenia, hysteria, syncope, food poisoning, epilepsy and 
expanding intracranial lesions. It seems likely, there- 
fore, that many cases of acute and chronic anoxia due 
to the inhalation of carbon monoxide go unrecognized. 


From the Departments of Neurology, College of Medical Evangelists 
and University of Southern California School of Medicine, and the 


Neuromedical Service, Los Angeles County Hospital. 


1. Communication from the office of the coroner, County of Los 


Angeles. 
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Anoxia due to the inhalation of carbon monoxide 
occurs when this gas has combined with so much of 
the circulating hemoglobin that an insufficiency of the 
latter is left free to transport oxygen for cellular 
respiratory activity. In addition there may be ap 
alteration of the oxygen dissociation curve and a lower- 
ing of the partial pressure at which oxygen is released 
to the tissues. 

Carbon monoxide has an affinity for hemoglobin that 
is over two hundred times that of oxygen ; consequently, 
the breathing of even low concentraions of the former 
causes a rapid increase in the blood carboxyhemoglobin 
level. Thus, even in the presence of a normal oxygen 
content in the inspired air, it is possible to be over- 
come by carbon monoxide. In every instance in the 
cases to be reported an open gas flame was burning in 
the room where the patient was found. A 15 per cent 
concentration of oxygen is required to burn the natural 
gas used, and as an 8 per cent concentration of oxygen 
is sufficient to maintain life, the additional factor of 
anoxia due to lack of oxygen in the air was not 
present.* 

The treatment of acute anoxemia produced by carbon 
monoxide consists of removal of the patient from the 
contaminated atmosphere, the utilization of artificial 
respiration when indicated, the administration of an 
oxygen-carbon dioxide mixture (carbogen), the appli- 
cation of heat when necessary for warmth and the 
judicious use of respiratory stimulants. The giving of 
opiates or barbiturates is contraindicated if signs of 
respiratory depression are present.** 

Carboxyhemoglobin usually disappears from the blood 
within the first twelve to twenty-four hours after the 
patient has ceased to breathe any carbon monoxide, yet 
the symptoms persist and often progress. Therefore, 
except in the first few hours following the acute expo- 
sure, the therapeutic problem is to combat the residual 
and reversible effects on the central nervous system 
of the anoxia and not necessarily to remove the circt- 
lating carboxyhemoglobin. It.is generally several hours 
before the patient reaches a hospital; usually by that 
time the blood carboxyhemoglobin level has fallen to 
a less dangerous level. The blood level of this sub- 
stance at the time of the admission of the patients to the 
hospital in the following series of cases was 
35 per cent saturation of the blood hemoglobin in only 
2 instances. In these 2 patients the level was 5 
per cent. 

Microscopic studies have demonstrated that the 
pathologic changes in carbon monoxide anoxia ae 
often centered around blood vessels. Though lesions 
are found in other portions of the central nervous 
system, the most frequent finding when the 
ganglions are effected is bilateral softening ¢ 
anteromedial portion of the globus pallidus. This are 
receives its only blood supply through the long, 
anterior choroidal artery. The correspondence 
damaged area involved with the distribution of the 
branches of an artery also suggests that a 
disturbance is an etiologic agent. In the blood vé 
of animals subjected to anoxia there is first a transitory 


2. (a) Henderson, Y.: The Dangers of Carbon Monoxide Poissait 
and Measures to Lessen These Dangers, J. A. M. A. 94: 179 Ua, 
1930. (6b) Goodman, L., and Gilman, A.; The P c) Bes 
of Therapeutics, New York, The Macmillan Company, 1943. (@ © 
C. H., and Taylor, N. B.: The Physiological Basis of Medical CK: 
Baltimore, Williams & Wilkins Company, 1945. (@) Dring, 198, 
Carbon 1 Monoxide Asphyxia, New York, Oxford University 
PP. 
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vasoconstriction, followed by dilatation. The persis- 
tent vasodilatation has been reported by many observers 
and is a prominent finding at autopsy. The occasional 
case of carbon monoxide anoxia in which the clinical 
icture alternately improves and becomes worse shows 
that there is a period of fluctuation ; during this period 
the process is reversible. The exacerbations and remis- 
sions in such cases may be due to a réversible vascular 
disturbance.* 

Justin-Besancon and Laroche used procaine hydro- 
chioride intravenously in the treatment of prolonged 
coma due to carbon monoxide anoxia and reported 
startling improvement in a few cases. As the treatment 
of this type of anoxia had been heretofore unsatis- 
factory, Dr. C. W. Olsen, of the neuromedical attend- 
ing staff, suggested that a trial be made of this 
medication.® 

During the winter of 1948-1949 the 33 patients 
affected by carbon monoxide anoxia (1 a patient who 
had attempted suicide using automobile exhaust)" 
who were admitted to the neuromedical service of 
this hospital were carefully studied to determine 
whether rapid spontaneous recovery seemed likely. 
Nine of these patients made an early recovery and did 
not appear to need treatment. One refused treatment. 
The other 23 were given procaine hydrochloride intra- 
venously. Because of the varied degrees of exposure 
it was impossible to establish controls except on two 
cecasions in which 2 persons had been exposed together. 
However, some conclusions as to the efficacy of the 
treatment could be made, as there were a sufficient 
number of instances in which there was a pronounced 
improvement in the clinical status within a few minutes 
to an hour after treatment. 


SELECTION OF CASES AND METHOD OF TREATMENT 


In every case but one reported here, there was a 
history of loss of consciousness in a room in which there 
was no ventilation and where an open gas flame was 
burning. The gas used in this locality for heating does 
not contain carbon monoxide; this substance is pro- 
duced only when there is incomplete combustion. In 
every instance in which the blood was examined within 
tight hours after the patient had been rescued—carboxy- 
hemoglobin was found. No patient received procaine 
mtravenously unless abnormalities were found during 


the neurologic examination or in the evaluation of the 
mental status. 


3 Courville, C, B.: Pathology of the Central Nervous System, Moun- 
tain View, Calif., Pacific Press Publishing Association, 1945. Black- 
wood, W.; Dodd, T. C., and Sommerville, J. C.: Atlas of Neuro- 
Baltimore, Williams & Wilkins Company, 1949. Cobb, S.: 
-etebral Circulation; Critical Discussion of Symposium, A, Research 
an & Ment. Dis., Proc. (1937) 18:719, 1938. Semerak, C. B., 
> oe gg L. H.: Experimental Lesions of the Brain from Carbon 
Arch, Path. 10:823 (Dec.) 1930. Klebs, Ueber die 
Arch des Kohlenoxyd auf den Tierischen Organismus, Virchow’s 
yee Path. Anat. 32: 450, 1865, cited by Semerak, C. B., and 
Anh - H.: Experimental Lesions of the Brain From Carbon Monoxide, 
» Path. 10: 823-839 (Dec.) 1930. 

4. Justin-Besancon, L., and Laroche, C.: Intravenous Injection of 
bg = During Prolonged Coma Due to Carbon Monoxide, Bull. et 
a See méd. d. hop. de Paris 59: 431 (Nov. 26) 1943, cited in abstract 
of Ck in Novocain: Intravenous Administration, Annotated Bibliography 
i9ayunical Applications, New York, Winthrop Chemical Co., Inc., June 


rbon Monoxide, Bull. Los Angeles 
Soc. 14: 23-31 (March) 1949. 


tna It seemed probable that the other patients were e to a rela- 
response concentration of carbon monoxide gas and that the type of 
ies et have been different from that observed in other local- 
igh concentrations of blood carboxyhemoglobin may be attained 
: n o ig concentration wou ea 

Period than if the atmospheric concentration of carbon monoxide were 
that anoxia were not immediately overwhelming, it is conceiv- 
Some partial adaptation might be made. 
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The usual dose of procaine hydrochloride was 500 
mg. thoroughly mixed with 500 cc. of 5 per cent 
dextrose either in water or in isotonic sodium chloride 
solution. This solution was given intravenously in a 
period of about two hours. In a few instances 100 mg., 
as a l per cent solution, was given intravenously in 
about five minutes. A skin test for sensitivity to 
procaine was made before the intravenous injection. 
If the patient was conscious and there was no respira- 
tory depression, an injection of 2 grains (0.13 Gm.) 
of phenobarbital sodium was given intramuscularly. 
Epinephrine was never given with procaine hydro- 
chloride, as ill effects have reportedly followed the 
simultaneous use of these two substances intravenously. 


Treatment with Intravenous Administration of 
Procaine Hydrochloride 


Hours 
Ex- Time 
(A) Acute posed, After Days 
or Acute Exposure in 
(C) Chronic Epi- Procaine Hos- 
Case Exposure Sex Age sode Started pital Result 
1 A and F 35 4 4 br. 4 Gradual re- 
covery 
3 A F 12 2 wk. Chronie  psy- 
chosis 
4 A M 75 4 3-4 hr, 4 Well 
5 A F 60+ ? ? 6 Well 
6 A M 78 1 3 hr. 2 Easily tired 
11 A F 28 br. 4 Well 
2 A F 65 5 2 br. 4 Well 
13 A M 72 5 1% hr. 2 Well 
“4 Aand C F 70 48 Mehr... Died in one 
month of 
broncho- 
pneumonia 
15 A and C M 69 2duays .. Died in 5 
: days; previ- 
ous cerebral 
thrombosis 
19 A F 7 12 2edays 5 Well 
20 Aandc M 3 ? 4% hr. Died in 3 days 
21 A F 61 3% 2hr. 4 Well 
23 A M 27 3H 20+ br. 9 Well 
AandC F 7 10tol2 2hr.(%) 3 Well 
25 A F 38 Wtol2 4hr. Asymptomatic 
(Exposed with patient in case 24) in 8 hours 
AT A M 28 13 12 hr. 3 Well 
27 A F 4 7% 2 hr. 2 Well 
23 A M 72. 4to6 6 wk. Died 
(Associated head injury and neurosurgical procedure) 
30 Aand C F 3 4 20 hr. 4 Well 
31 Aand Cc F 36 4 20 hr. 4 Well 
32 A F 46 12(2) 5wk. 2wk. Minimal 
residues 
3 A M RT | ? 2 days 5 Well 


Other treatment, such as intramuscular administration 
of penicillin, use of oxygen or intravenous injection of 
fluid, was given as indicated. 


CASE SUMMARIES 


The following cases, or pairs of cases, demonstrated 
the effects of intravenous administration of procaine 
hydrochloride. The treatment was always begun several 
hours or more after the patient had ceased to breathe 
carbon monoxide and when it was evident that rapid 
spontaneous recovery was not taking place. 


Case 26.—Decerebrate state following prolonged exposure to 
carbon monoxide. Recovery in five days—The patient was a 
28 year old man who ignited the heater in a closed room about 
9 p. m. on the day prior to his admission to this hospital. At 
about 10 p. m. the neighbor below heard him fall; however, 
no investigation was made until twelve hours later, when he 
was found unconscious on the floor. 
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Four hours later, when he was brought to this hospital, the 
patient was deeply unconscious and unresponsive to pain, and 
there were momentary extensor spasms of both arms and legs 
every thirty to forty seconds. His pupils were large and equal 
and reacted to light; he was salivating excessively, and his 
teeth were firmly clenched. Fascicular muscle twitchings were 
seen over the entire body, particularly in the pectoral region. 
All the extremities were spastic in extension, the hands were 
inverted and the deep reflexes were hyperactive. Ankle clonus 
and bilateral Babinski signs were found. Moist tracheal and 
bronchial rales were noted. ; 

About eight hours after his hospitalization he was in the 
same condition. The details of his illness were finally obtained 
and the correct diagnosis made. The blood carboxyhemoglobin 
level at that time was normal. Five hundred milligrams of 
procaine hydrochloride in 500 cc. of 5 per cent dextrose was 
given intravenously. After receiving 100 cc. of this solution 
he yawned and responded to name by opening his eyes. Later 
that night the dose was repeated. The following day the 
patient was conscious but still rigid in extension; the procaine 
was given again and daily thereafter. On the third day he 
was emotionally labile and reacted in a manner resembling 


LPO . 


RPO I 


Fig. 1 (case 11).—Electroencephalogram, Jan. 7, 1949, taken before 
intravenous procaine therapy showed a marked diffuse abnormality 
characterized by very slow waves of high voltage. This abnormality was 
most marked in the frontoparietal leads. Jan. 8, 1949, after treatment 
pattern showed definite improvement; however, some of the abnormalities 
were occasionally present. Jan. 10, 1949, pattern was normal. 


that of a patient with pseudobulbar palsy; the fourth day he 
was alert, felt well and acted normally. 

An electroencephalogram taken the second day showed short 
runs of 5 per second waves of 70 microvolt amplitude in all 
leads. On the fifth day he was discharged, without residual 
complaints or physical findings. The electroencephalogram, 
however, showed slight abnormalities, there being short runs 
of 7 to 8 per second waves of 60 microvolt amplitude. 


Case 4.—Aphasia following exposure in a closed room with a 
burning gas heater. Improvement in a few minutes after insti- 
tution of intravenous administration of procaine hydrochloride. 
—The patient was a 75 year old man who had always been 
alert and in good health. On the day of his hospitalization he 
lit the open gas heater in his room at 7 a. m., and closed the 
windows. At 9 a m. he awoke feeling ill; however, he 
dressed but felt too sick to go out. Two hours later he was 
found unconscious. 


Three hours after he was found he was admitted to the 


hospital. When asked questions he said, “Just a minute and 
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I'll tell you.” He was unable to name objects, and after g 
short sentence he would lapse into jargon with considerable 
perseveration. He was given 2 grains (0.13 Gm.) of pheno- 
barbital sodium intramuscularly, and then 500 mg. of procaine 
in 500 cc. of 5 per cent dextrose was started intravenously, 
After getting 20 cc. of this mixture he correctly recalled a 
clinic appointment at the hospital for that day, and in about 
fifteen minutes more he was able to give the history of his 
illness. 

At the time of his admission the examination revealed no 
abnormalities other than the aphasia and a blood carboxyhemo- 
globin level of 12 per cent. The electroencephalogram showed 
4 to 10 per second waves of 40 to 125 microvolt amplitude. 
The day after treatment the electroencephalogram revealed 
abnormal activity only from the left hemisphere. After three 
days of treatment his electroencephalogram was considered 
normal. 


Case 11.—Schisophrenic reaction following carbon monoxide 
exposure. The mental and electroencephalographic abnormali- 
ties disappeared after intravenous administration of procaine. 
—The patient was a 34 year old woman who entered the hos- 
pital in a confused, withdrawn state. Two physicians concurred 
in a diagnosis of schizophrenia. 

The following details of her illness were not obtained until 
the next morning. The evening prior to entry she had com- 
plained of a headache and as a result had gone to bed early. 
Twenty-two hours later she was found unconscious in a closed 
room in which a gas stove was burning. Emergency treat- 
ment, including the use of oxygen and intravenous injections 
of nikethamide and caffeine sodium benzoate, was given before 
she was sent to this hospital. 

At the time of her admission here she was stuporous and 
uncommunicative. The right pupil was larger than the left, 
but both were round and reacted well to light. Bilateral 
pathologic toe reflexes were elicited. The morning after her 
admission she was still confused and disorientated. Her memory 
was poor, calculation was impaired and she was slow to respond 
to commands. A blood test for carboxyhemoglobin taken at 
this time was reported as showing a normal level. 

An electroencephalogram (fig. 1) was then taken. There 
were slow high voltage waves in all leads, and the abnormality 
was most marked in the frontal region. She was given 50 
mg. of procaine hydrochloride in 500 cc. of 5 per cent dex- 
trose in water intravenously. An electroencephalogram (fig. 1) 
taken the day following treatment showed definite improve- 
ment, but short runs of slow waves were still present. How- 
ever, the voltage was lower and the abnormal activity was 
more intermittent than it had been the previous day. She 
was given procaine intravenously daily for the next two days. 
An electroencephalogram (fig. 1) recorded on the last day of 
treatment showed normal voltage and normal activity. 


Cases 12 anv 13.—Catatonic states following exposure t 
carbon monoxide. Rapid recovery. The patient im case 3, 
who was treated first, improved first. The clinical status of 
the patient in case 12 remained unchanged until treatment was 
given.—Cases 12 and 13 involved a man aged 72 and his wile 


were conscious but were resistive, adopted fixed postures 
showed signs of spasticity and did not respond when 
The man, who was treated first, was given 300 mg. of pre 
caine hydrochloride in 300 cc. of 5 per cent dextrose mire 
venously during a period of about an hour. 
twenty minutes he was relaxed, orientated and talked 
taneously. Treatment of his wife, who had not 
started about one half-hour later. 

She was given 500 mg. of procaine in 500 cc. of 5 per ¢ 
dextrose intravenously. After about 100 cc. had 
(within fifteen to twenty minutes) she spontaneously © 
talk and became less resistive. There was a decrease # 
ticity. She at first did not name objects but would read 
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CARBON 
them saying, “I know, I know what it is.” She remained dis- 
orientated for another hour. 

The man was well the next day, but the woman was given 
intravenous injections of procaine daily for five days before a 
mild hemiparesis, first noted after the disappearance of the 
general spasticity, finally cleared up. 


Case 30.—Repeated mild exposures to carbon monoxide for 
six months. First electroencephalogram recorded twenty-five 
hours after an acute exposure. Second, recorded five hours later 
after intravenous administration of procaine, showed improve- 
ment—The patient, a woman of 73, shared a house with two 
other women. All three had had headaches in the morning 
during the previous six months. Occasionally when their 
headaches were severe they were also nauseated, and the 
patient, in addition, complained of unusual fatigue. Every time 
the entire group had had a headache the gas heater had been 
on and they had often neglected to open the windows. 

The morning of the patient’s admission the heater had been 
turned on at about 6 a. m., and the windows were closed. 
Four hours later she and another person who was in the 
house were found unconscious. She remained unconscious for 
about two hours. Physical examination made later in the day 
did not reveal any abnormalities except mild lethargy and 
apathy, and therefore she was not considered a candidate for 
treatment. However, twenty hours later the lethargy was 
unchanged, she did not remember the events of the previous 
day and the electroencephalogram was abnormal (fig. 2). She 
was given 500 mg. of procaine hydrochloride in 500 cc. of 
isotonic sodium chloride solution intravenously. Because she 
was conscious, this medication was preceded by 2 grains 
(0.13 Gm.) of phenobarbital sodium intramuscularly. Five 
hours after the treatment she was considerably more alert and 
the electroencephalogram had improved (fig. 2). On each of 
the next tuo days she was given the same treatment, and 
on the fourth hospital day she was discharged. The lethargy had 
disappeared by the second morning, but because of the per- 
sistence of electroencephalographic abnormalities (fig. 2), the 
treatment was continued. The serial electroencephalograms 
(ig. 2) show that the tracings improved but did not become 
normal until about three weeks later. 


Cast 32—One exposure to carbon monoxide. Progressive 
deterioration during the month following. Improvement after 
intravenous administration of procaine-—The patient was a 
woman of 44 who had turned on the heater in the morning 
and several hours later was found unconscious. Artificial res- 
piration was given, and after this she received oxygen for 
several hours. After two weeks in a hospital she was trans- 
erred to a boarding home, where she spent the greater part 
of her time in bed. She did not seem to be able to concentrate 


= gradually became worse until she was unable to care for 
self, 


Slightly more than a month after the anoxial episode she 
was admitted to the Los Angeles County Hospital. She was 
lethargic, disoriented and retarded in her responses. Her 
‘casional answers, however, _ revealed no specific language 
defect. There was inattention in the left homonymous visual 
felds, and a slight facial weakness was noted on the right side. 

face was set and expressionless, as in parkinsonism. 
There was a mild spasticity of all extremities. She was gen- 
Weak; however, this weakness was more conspicuous on 
the right side. There was some atrophy of the right lower 
“xtremity, and an equivocal Gordon sign was elicited on the 
right side. The spinal fluid pressure was 200 mm. The Pandy 
= Proteins gave a negative reaction, and there were 

The patient was observed for four days, without any improve- 

"et being noted in her clinical status. On the fourth hos- 
day an electroencephalogram was recorded which was 
setpreted as showing a diffuse abnormality of moderate 


She 


of Was given 500 mg. of procaine hydrochloride in 500 cc. 


" Setonic sodium chloride solution intravenously that day and 
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on each of four succeeding days. During the first injection 
she became more alert. On the fourth day of treatment she 
read the newspaper, discussed the news and recognized a phy- 
sician whom she had known some months previously. The 
following day she became ambulatory and continued to 
improve. The electroencephalogram recorded on the fourth 
day of treatment showed a slight amount of improvement over 
the first tracing. Three days later she was discharged. An 
electroencephalogram that day showed that the improvement 
had been maintained. 

Three months later, although she had not completely recov- 
ered, she had resumed her social activities and served on a 
club committee. However, her friends noticed that she aid rot 
say or do much, although she had previously been unusually 
active. 


The cases described are those in which the favorable 
response to the intravenous administration of procaine 
hydrochloride was convincingly demonstrated. How- 
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Fig. 2 (case 30).—Electroencephalogram, Feb. 17, 1949, taken twenty- 
five hours after exposure and before intravenous procaine therapy, showed 
a diffuse abnormality characterized by slow waves of high voltage. Feb. 17, 
1949 (five hours after first electroencephalogram) pattern after treat- 
ment showed a marked reduction in the voltage, although the record 
was still abnormal. Feb. 19, 1949, although still abnormal pattern 
showed improvement. March 11, 1949, pattern was normal. 


ever, there were other similar cases in which the 
recovery after treatment was as rapid. The table 
records the summary of the results of the entire study. 


COMMENT 

In the group of 23 patients who received intravenous 
injections of procaine hydrochloride there were 17 who 
made good recoveries and 6 who either died or did not 
fully recover. In the latter group the procaine was 
given long after the exposure to carbon monoxide, or 
there were additional complicating factors. The average 
age of these 6 (including a 46 year old woman) was 
67; they probably were more susceptible to anoxia 
because of cerebral arteriosclerosis. One of these 
(case 15) was found at autopsy to have had a previous 
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cerebral vascular accident which had destroyed about 
half of one cerebral hemisphere. Another (case 20) 
was 83 years old and entered the hosiptal in profound 
shock. A third (case 28) was not seen until six weeks 
after exposure ; furthermore, he had undergone a neuro- 
surgical procedure because of a head injury. The 
patient in case 14 had been exposed for forty-eight 
hours in a room with an open gas flame. At post- 
mortem examination there were found, in addition to 
the intracerebral damage, a myocardial infarct without 
coronary occlusion and necrosis of the liver. The 
remaining 2 patients (cases 3 and 32) did not receive 
their first intravenous injections of procaine until two 
and five weeks, respectively, after their exposures to 
carbon monoxide, and by that time irreversible changes 
in the central nervous system may have developed. 

In the instances in which 2 persons had been exposed 
to the same concentration of carbon monoxide the one 
who had not been previously exposed recovered much 
more rapidly. It would seem that the effects on the 
central nervous system of periodic episodes of carbon 
monoxide anoxia may prove to be cumulative, and 
such a possibility should be taken into account in 
evaluating the result in individual cases. 

No accurate comparison could be made as to the 
relative severities of the exposures, except in the few 
instances in which persons had been overcome in the 
same room. The circulatory depression (drop in blood 
pressure and electrocardiogram changes indicating dam- 
age to the myocardium), which naturally added to the 
anoxia, was often of a different degree. In some the 
presence of pulmonary edema also added to the anoxia. 
Age and the presence or absence of arteriosclerosis were 
also of importance. 

In this series the so-called typical cherry red color 
of the skin was not observed, though occasionally a 
patient had a moderately flushed face. . number of 
patients appeared pale. In no instance was there evi- 
dence of respiratory depression at the time of the 
admission to the hospital. 

In this series of cases of carbon monoxide anoxia 
it appeared that the earlier in the course of the illness 
that procaine was given intravenously the better the 
results obtained. Five hundred milligrams in 500 cc. 
of solution given intravenously in two hours had a 
more favorable effect than 100 mg. given more rapidly 
in more concentrated form. The hydrating effect of 
the additional fluid was not a factor, because all patients 
but two had been without fluid for only a few hours or 
were well hydrated by the time the first injection of 
procaine in the 500 cc. of fluid was given. 

There were no serious reactions during the intrave- 
nous administration of the aforementioned amounts of 
procaine. In a few instances the rate of injection had 
to be reduced because of the development of restless- 
ness and muscular twitchings ; however, nothing resem- 
bling either a convulsion or an allergic reaction was 
observed. 

The exact pathologic physiology that produces the 
disturbance of structure and function in the central 
nervous system in carbon monoxide anoxia has not 

been completely determined, although, as mentioned 
before, there is considerable evidence that the distur- 


7. Weil, A.: Textbook of Neuropathology, New York, Grune & 


Stratton, Inc., 1945. 
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We are not aware of any experimental trial of 
intravenous administration of procaine hydrochloride 
in controlled studies on anoxia. There are, however, 
a few facts known regarding the action of procaine on 
blood vessels that may later prove to be applicable 
in the vasomotor disturbance believed to accompany 
anoxia states. Procaine has been used intravenously 
to abolish venous spasm that prevents the rapid inflow 
of transfusions in cases of shock.* It also has been 
used with some success in peripheral vascular disease 
and in cases of anuria thought to be due to vasospasm. 

Procaine is an analeptic as well as a local anesthetic 
and may exert part of its action by cerebral stimulation, 
Pentylenetetrazole (metrazol*) and veritol ( B-| para- 
hydroxyphenol] isopropylmethylamine ), also analeptics, 
have been used experimentally to hasten the elimination 
of carbon monoxide. 

Procaine has little or no cumulative effect and when 
given intravenously is rapidly hydrolyzed para- 
aminobenzoic acid and diethylaminoethanol. These 
inhibit the convulsive action of procaine.'® 

Di-isopropyl fluorophosphate (DFP), which pro- 
duces some effects similar to those of procaine, seems 
to exert a protective effect against anoxia due to the 
interruption of the cerebral blood flow. L. F. Heymans, 
using DFP. found that the vasomotor and _ respiratory 
centers in the isolated perfused head of a dog could be 
revived some time after complete interruption of cere- 
bral circulation. Otherwise, when the circulation was 
interrupted for a relatively much shorter interval and 
this substance was not given, these centers could not 
be revived.'' Both procaine and di-isopropy! fluoro- 
phosphate are cerebral stimulants and, according to 
reports, act as anticholinesterases.'* Whether their 
essential effects on the central nervous system in anoxia 
are similar is not known. 


SUMMARY 


Thirty-three patients affected by carbon monoxide 
anoxia were studied. Twenty-three patients received 
procaine hydrochloride intravenously because they failed 
to improve spontaneously within the period of obser- 
vation. Seventeen of these 23 patients made a rapid 
recovery during or soon after the intravenous injection 
of procaine. Six patients who were treated long after 
exposure or had serious complications failed to recover. 


8. Organe, G. S. W., and Scurr, G. F.: Intravenous Procaine m 
Transfusion, Brit. M. J. 2: 787 (Oct. 30) 1948. 

9. Hamburger, J.: Recherches médicales en France pendant la guerre 
1939-1945, Paris, Flammarion, 1947. Graubard, D. J.; Robertazzi, R. W., 
and Peterson, M. C.: Intravenous Procaine: Preliminary Report, New 
York State J. Med. 47: 2187-2192 (Oct. 15) 1947. 

10. Richards, K. K., and Kueter, K. E.: Competitive Inhibition of 
Procaine on Convulsions in Guinea Pigs, J. Pharmacol. & Exper. Therap. 
87: 42-58 (May) 1946. 

11. Heymans, L. F.: Remarks During a Presentation of Experimental 
Work in Anoxia at the Los Angeles County Hospital, July 1949. 

12. Olsen, C. W.: The Central Action of Procaine, M. Arts 
Sciences 2: 135-136 (Oct.) 1948. Brooks, V. B.; Ransmeier, R. E., and 
Gerard, R. W.: Action of Anticholinesterases, Drugs and Intermediates 
on Respiration and Electrical Activity of the Isolated Frog Brain, Am. }- 
Physiol. 157: 299-316 (May 1) 1949. 


— 


Misunderstandings to be Avoided.—A physician, im ls 
relationship with a patient who is under the care of 
physician, should not give hints relative to the nature 
treatment of the patient's disorder; nor should a physiia® 
anything to diminish the trust reposed by the patient m 
own physician, In embarrassing situations, or whenever 
seems to be a possibility of misunderstanding with a colleague. 
a physician should seek a personal interview with his fellow— 
Section 1, Chapter III of the Pruncrpces oF MEDICAL Eraics 
of the American Medical Association. 
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Brill’s disease has been defined as a_typhus-like 
illness occurring chiefly among the immigrant popu- 
lations of the Northeastern coastal cities of the United 
States.' In this paper and one which is to follow ° 
attention is directed to recent clinical and laboratory 
studies of Brill’s disease which emphasize that: (1) the 
present dliagnosistic criteria must be revised; (2) the 
reported incidence of Brill’s disease may be expected to 
increase ; (3) Brill’s disease may indeed be important in 
initiating new epidemics of louse-borne typhus, and 
(4) the etiologic agent, isolated from 7 patients, is 
indistinguishable from that of classic epidemic typhus. 


HISTORY 

During an epidemic of typhoid in Mount Sinai Hos- 
pital, New York, in 1896 Nathan Brill became con- 
vineed of the specificity of the Widal test, which had 
just been described. Brill’s curiosity was aroused when 
he observed sporadic cases of an atypical typhoid-like 
disease in which the Widal reactions were negative. By 
1898 Brill had collected 17 such cases,'* and in 1910 he 
reported on a total of 255."" These cases had several 
characteristics in common: the disease usually occurred 
in immigrants from Russia or Poland; there was no 
infectiousness (only in one household did a second case 
occur) ; headache, fever and malaise were the prominent 
symptoms: the most characteristic feature of the dis- 
tase was a maculopapular rash beginning on the fifth 
or sixth day, and reactions to Widal tests and blood 
cultures were negative. 


W Read at the Clinical Session of the American Medical Association, 
ashington, D. C., Dec. 8, 1949. 
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lic Health Service, and was conducted with the aid of the Commission 
on Virus and Rickettsial Diseases, Army Epidemiological Board, Office of 
purgeon General, United States Army, Washington, D. C. 
vere the Department of Public Health Bacteriology, Harvard Uni- 
ey School of Public Health (Drs. Murray and Snyder) and the Beth 
~ Hospital, Boston (Dr. Cohen); the Mount Sinai Hospital, New York 
Mani Baehr and Shwartzman); the Jewish Hospital of Brooklyn (Drs. 
lelbaum and Rosenthal), and the Jewish Hospital, Philadelphia (Drs. 
~ and Weiss). 
nvaluable assistance in these studies was given by numerous house 
Son the medical services of the various" hospitals. Among those 


Vork: Det R. Cortell and M. Pincus of the Mount Sinai Hospital, New 


rs. Yarrow, L. 
Mont Hospital, Philadelphia; Dr. A. Mayman of the Jewish Hospital, 
ad Dee Canada, and Drs. E. Meilman, H. Ravin, H. Hyatt, N. Lubin 


a 


i Strock, Mrs. N. Frawley and Miss S. Lindgren. 
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Lee in Boston, Louria in Brooklyn,‘ Ziegel in New 
York * and Lewis in Philadelphia * soon reported cases 
similar to those described by Brill. By 1912 Anderson 
and Goldberger * had proved by cross immunity tests 
in monkeys that Brill’s disease was related to the 
typhus occurring in Mexico. 

Previous to 1917 it was generally believed that there 
was only one form of typhus; under this assumption, the 
classic louse-borne disease epidemic in Europe, the 
sporadic cases of Brill’s disease in Northeastern coastal 
cities of the United States, the sporadic cases of typhus 
in the southern part of the United States, the sporadic 
and epidemic varieties of the disease in Mexico and 
elsewhere, were all manifestations of one and the same 
disease. 

During the interval between 1917 and 1932 it was 
clearly established by various investigators * that there 
were two distinct varieties of typhus, the first caused by 
Rickettsia prowazeki, the epidemic Old World variety 
spread from man to man by the body louse, and the 
second caused by Rickettsia mooseri, the murine variety 
characterized as a disease in rats spread from rat to 
rat by the rat louse and rat flea and occasionally trans- 
mitted from rat to man by the rat flea. However, since 
Brill’s disease could not be attributed either to lice or to 
rat fleas, this differentiation into louse-borne epidemic 
typhus and flea-borne murine typhus did not establish 
the position of Brill’s disease as being clearly one form 
or the other. Unfortunately, many authors have 
erroneously used the term Brill’s disease to describe 
cases of murine typhus. 

In 1934 Zinsser suggested an explanation for the 
causation of Brill’s disease’ based on his study of 
538 cases reported in Boston and New York during the 
previous thirty years. The salient points in his review 
were: 94.8 per cent of these 538 reported cases of 
Brill’s disease were in persons of foreign birth who had 
come to the United States from areas of Eastern and 
Southeastern Europe, where typhus had frequently 
occurred in epidemics. Over 90 per cent of the patients 
were Jewish. No connection could be traced between 
patients ; there was no observable domiciliary or occu- 
pational relationship. There were no 2 cases in the 
same family. <A slight seasonal incidence occurred, 
with the largest number of cases appearing in the period 
April through November. 

In 1933-1934 Zinsser and Castaneda ® isolated three 
strains of typhus rickettsiae from patients with Brill’s 
disease. These strains produced a febrile illness in 
guinea pigs but did not cause the tunica reaction which 
was believed at that time to be specific for murine 


3. Lee, R. I.: Typhus Fever (Brill’s Disease) at the Masachusetts 
General Hospital in Ten Years (Oct. 1, 1902 to Oct. 1, 1912), Boston M 
& Surg. J. 168: 122-127, 1913. 

4. Louria, L.: Brill’s Disease, M. Rec. 8@: 424-426, 1911. 

5. Ziegel, H. F.: On the Affections Clinically Simulating Typhoid 
Fever, with Especial Reference to and Reports of Cases of Brill’s Dis- 
ease, M. Rec. 77: 1087-1091, 1910. 

6. Lewis, M. So-Called Brill’s Disease: A Study Based upon 
Thirteen Cases Treated at the Pennsylvania Hospital, Tr. A. Am. 
Physicians 26: 234-245, 1911. 

7. Anderson, J. F., and Goldberger, J.: The Relation of So-Cailed 
Brill’s Disease to Typhus Fever, Pub. Health Rep. 27: 149, 1912. 

8. Neill, M. H.: S077 * Typhus, Pub. Health Rep. 32: 1105- 
1108, 1917. Maxcy, K. F.: An Epidemiological Study of Endemic Typhus 
(Brill’s Disease) in the Southeastern United States, ibid. 41: 2967-2995, 
1926. Mooser, H.: Experiments Relating to the Pathology and Etiology 
of Mexican Typhus, J. Infect. Dis. 48: 241-272, 1928. Dyer, R. E.; 
Rumreich, A., and Badger, L. F.: Typhus Fever: A Virus of the Typhus 
Type Derived from Fleas Collected from Wild Rats, ibid. 46: 334-338, 
1931. Mooser, H.; Castaneda, M. R., and Zinsser, H.: Rats as Carriers 
of Mexican Typhus Fever, J. A. M. A. 97: 231-232, 1931; The Trans- 
mission of Mexican Typhus from Rat to Rat by ~~ spinulosus, 
i Exper. Med. 54: 567-575, 1931. Wolbach, S. B.; Todd, J. L., an 

alfrey, F. W.: The Etiology and Pathology of Typhus, Cambridge, 
Harvard University Press, 1922. 

9. Zinsser, H., and Castaneda, M. R.: On the Isolation from_a Case of 
Brill’s Disease of a Typhus Strain Resembling the Type, New 
England J. Med. 209: 815-819, 1933. Zinsser.*¢ 
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typhus. Furthermore, in Zinsser’s laboratory Savoor 
and Velasco *® found that the three strains failed to 
persist in mice, thus resembling classic epidemic strains. 

From these epidemiologic and laboratory data Zinsser 
developed the following hypothesis: Brill’s disease 
represents a recrudescence of an old typhus infection 
originally acquired in Europe; this implies that the 
rickettsiae, once acquired, remain latent for many years 
somewhere in the tissues of infected human beings. 
Cases of Brill’s disease, when occurring in louse-infested 
communities, might become the foci of small or large 
outbreaks of epidemic typhus. \Whus man, through the 
medium of those with Brill’s disease, might be the 
reservoir for epidemic typhus rickettsiae, serving to 
maintain, the disease between epidemics, over the 
centuries 

In 1943 Plotz'' reported that serums from 23 
patients with Brill’s disease exhibited higher titers in 
the complement fixation test against epidemic typhus 
antigen than against murine antigen. Mooser and 
Loffler reported a similar observation in a patient from 
Switzerland.'? These data have been cited as evidence 
in support of Zinsser’s hypothesis. 


Taste 1.—Epidemiologic Data on Patients with Brill’s 
Disease, Early Group * 


Place 
Present Attack and Date 
~ of First Year 
(ase Year Age Date Possible Immi- Present 
and of at of Birth- Attack of grated  Resi- Oceu- 
Sex Birth Onset Onset place Typhus toU.S. dence pation 
1 48 10/14/47 Austria Austria, 1921 N.Y.C. Waiter 
M 1919 
Isso «6/10/48 Russia Russia, 1923 N.Y.C. House- 
1918 wife 
7 lo 38 Poland Poland, 1923 N.Y.C.  Furrier 
M 920 
8 128 2% 9/28/48 Poland  Buchen- 147 N.Y.C. Counter- 
M wald, Ger- man, res- 
many, taurant 
13 190s 4) «61/17/49 Russia Russia, 1922 Phila. Metal 
J 915 worker 
4/16/49 Poland, 1913 Phila. Window 
M 1912 cleaning 
contrac- 
tor 
1877 72 4/30/49 ~=Russia None 1905 Boston Tailor 
known 


* Al 7 patients are of Jewish descent. 


PURPOSES OF THE PRESENT STUDY 


Despite the epidemiologic data, the serologic evidence 
and the reports that the three strains isolated by 
Zinsser resembled epidemic typhus, the etiologic basis 
of Brill’s disease remained in doubt. Some students 
of rickettsial diseases did not accept Zinsser’s hypothe- 
sis of recrudescence, believing rather that patients con- 
tracted Brill’s disease from reservoirs and vectors in 
their environment other than lice or rat fleas."* The 
tunica and temperature reactions of the guinea pig were 
the principal criteria available to Zinsser and Castaneda 
for classification of their three types of Brill’s disease ; 
evidence has since accumulated to cast doubt on the 
validity of such comparisons of strains in guinea pigs."* 

10. Savoor, S. R., and Velasco, R.: The Survival of Varieties of Typhus 
Virus in Mouse Passage, with Particular Reference to the Virus of 


Brill’s Disease, J. Exper. Med. @@: 317-322, 1934. 
11. Plotz, H.: Complement Fixation in Rickettsial Diseases, Science 
97: 20-21, 1943. 
i Krank. 


12. Mooser, H., and Léffler, W.: Ein Fall sogenannter Brillscher - 
heit in Ziirich, Schweiz. med. Wehnschr. 76: 150-153, 1946; abstracted, 
Trop. Dis. Bull. 43: 543, 1946. 

13. Mosing, H.: Epidemic Typhus in Poland, Bull. Office internat. 
@hyg. pub. (supp.) 30: 1714-1779, 1938. 

14. Mooser, H.: Die Beziehungen des murinen Fleckfiebers zum klassi- 
chen Fleckfieber, Acta trop. 1945, supp. 4, p. 1. 
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More satisfactory laboratory methods for differentiation 
of epidemic from murine typhus have been developed 
in the years subsequent to the studies by Zinsser 
Castaneda, Savoor and Velasco. . 

Finally, there was no evidence to prove that human 
hody lice would actually become infected with typhus 
by feeding on patients in the febrile stage of Brill’s 
disease; consequently, there was no support for the 
assertion that — with Brill’s disease might 
serve as foci of typhus outbreaks in louse-infested 
communities. 

The present study was undertaken in 1947 with 
both clinical and laboratory objectives. From the point 
of view of laboratory investigation the aims were to 
obtain new strains of the etiologic agent of Brill’s dis- 
ease, to characterize them as conclusively as possible 
by means of the laboratory procedures recently applied 
to rickettsial diseases, and to determine whether human 
body lice became typhus-infected by feeding on patients 
with Brill’s disease. 

From the clinical point of view there were also 
important considerations. A new potential source of 
this illness is being widely scattered over the United 
States with the postwar influx of displaced persons 
from Europe, many of whom were victims of the typhus 
epidemics in the notorious concentration camps during 
World War II. The question arises whether the cases 
of Brill’s disease among displaced persons may be 
recognized and treated promptly by clinicians over the 
United States who have not had the opportunity to 
observe patients with either epidemic typhus or Brill’s 
disease. In this regard, it is pertinent to note that our 
present clinical concept of Brill’s disease has been 
developed over the past twenty-five years, during which 
the diagnosis was based on certain clinical signs and 
symptoms. accompanied with a positive reaction to the 
Weil-Felix test."° However, it has become apparent 
that the Weil-Felix reaction may actually be negative 
or only doubtfully positive in many proved cases of 
Brill’s disease (tables 4 and 5).** Therefore it seems 
highly probable that the diagnosis of Brill’s disease has 
been erroneously withheld in numerous cases, particu- 
larly those in which the clinical picture was in any way 
atypical, whether mild or fatal. The exclusion of such 
cases from the reports undoubtedly has restricted our 
concept of the clinical course of Brill’s disease. Since 
Brill’s disease can now be more accurately diagnosed 
by the highly specifie serologic tests using ricke 
antigens, it seemed desirable to undertake a reevalua- 
tion of the incidence, distribution and clinical character 
of Brill’s disease. Moreover, the administration 
in the illness of the new antibiotics aureomycin ” 
chloramphenicol (chloromycetin®)** may be 
to alleviate the severity of this sometimes fatal disease. 


METHOD OF STUDY 
It was noted in the foregoing section that more than 
90 per cent of the reported cases of Brill’s disease 
occurred in Jewish patients. For this reason the preset 
studies were located in hospitals serving 
with large numbers of foreign-born Jews, namely, the 
Mount Sinai Hospital in New York, the Jewish Hos 


4 E. B.: Aureomycin 
Disease), J. A. M. A. 139: 450-452, 1949. (b) Cohen, S. 
data. (c) Smadel, J. E., and Gauld, R. L.: Personal 


hors. 
17. Duggar, B. M., and others: Aureomycin: A New Antibiotic, A2* 
New York Acad. Sc. &1: 175-342, 1948. ae 

18. Smadel, J. E.; Jackson, E. B., and Cruise, : 
Experimental i — J. Immunol. 62: 4-65, 
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pital in Brooklyn, the Beth Israel Hospital in Boston, 
the Jewish Hospital in Philadelphia and the Jewish 
Hospital in Montreal, Canada. Whenever a patient in 
one of these five hospitals was tentatively regarded as 
possibly having Brill’s disease, we made the attempt to 
isolate the etiologic agent from that patient by louse 
feeding and inoculation of the patient’s blood into ani- 
mals (details to be published elsewhere *). 

The criteria for making a tentative diagnosis of 
Brill’s disease were: (1) a fever of unknown origin 
gecurring in a (2) foreign-born person who had lived 
at some previous time in an area where typhus occurs 
in epidemic form, who complained of an (3) intense, 
persistent headache and who had a (4) macular or 
maculopapular rash on the fourth to sixth day of the 
(lisease. 


REPORT OF CASES 
This report is based on 14 patients who had Brill’s 
disease as established by both clinical and serologic 
evidence. For convenience in presentation, these cases 
are considered in two separate groups of 7 patients 


Tasie 2.—Principal Clinical Features of 
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Occupation: The group comprised 1 waiter, 1 house- 
wife, 1 furrier, 1 counterman in a restaurant, 1 metal 
worker, 1 window cleaning contractor and | tailor. 

Nativity: All patients were foreign-born Jewish 
immigrants. 

Previous Attack of Typhus (table 1): Patient 15, 
a man aged 72, could never remember having had a 
typhus-like illness. The other 6 patients in the early 
group gave a history of having had a typhus-like illness 
while in Europe. Probably little significance can be 
attached to the usual patient’s recollection of previous 
typhus. However, patient 8 is the exception; in 1945, 
just after his liberation from the Buchenwald concentra- 
tion camp in Germany, where he had been a prisoner 
for five years, he had an illness of fourteen days’ dura- 
tion characterized by high fever, headache and a rash. 
He was told that this was typhus, which was known to 
be rampant in this camp in the spring of 1945.'" He 
emigrated to the United States in 1947. 

Seasonal Incidence: Six of the 7 early cases occurred 
during the seven month period April through Novem- 


Patients with Brill’s Disease, Early Group 


1 4 7 s 13 M4 15 
anders. Sudden Sudden Indefinite Sudden Indefinite Sudden Indefinite 
and + + + + 4 
+ +++ +++ +++ +++ +++ + 
. ns + t 
Rash 
M M-P M-P M-P M M-P M-P 
Blood pressure On admission.....................- 100/50 100/60 100/70 110/60 Not taken 110/60 142/ts 
Mental apathy or confusion....................-- + - + > ++ + 
Treatment, drug$ and days given................ 5 and 6 S,3to5 PABA, 7 to? P,2to5 and to; P, 8 to lv; 
P,4tos None Stow; S, 5 to Chi, 7 to Ww; 
PABA, s to 12 tod: Aur, 6 to 12 Str, to 10 


Aur, to 14 


+M indicates that rash was macular, M-P, maculopapular. 
Fatal cases, 


tach: the early group (studied on the fifth to eighth day 
af illness) and the late group (4 patients were seen 
between the ninth and twelfth days of illness, while the 
history in 3 others was indefinite, the clinical and labora- 
lory observations suggesting that they were seen about 
the ninth days of illness). 

_ Typhus rickettsiae were isolated from each of the 
‘ patients in the early group, but all isolation attempts 
in the late group were unsuccessful. 

This report will be confined largely to observations 
on patients in the early group from whom we isolated 
rickettsiae. In general, the patients in the early group 
save more accurate histories and received more com- 
plete work-up and follow-up than did the patients in 

te group. Wherever the observations in the early 
soup conflict with or are supplemented by results in 
the late group, this will be indicated parenthetically in 
the text and tables. 
in temiologic Data (table 1).—Age: Age at the 
Onset in the 7 patients in the earl ranged 
from 20 to 72. 
“ Six of the 7 patients were men. (When all 
Ih cases are tabulated, there are 8 men and 6 women. 


’s series of 538 cases there were 290 males 
and 248 females. ) 


*T indicates distribution of rash on trunk, A on arms and Th on thighs. 


§P denotes penicillin; S, sulfonamide drugs; Str, streptomycin; Aur, aureomycin; Chi, chloramphenicol, and PABA, para-aminobenzoic acid. 


ber. (Twelve of the total of 14 cases occurred during 
the same seven month period. ) 

Clinical Description (table 2).—Onset: In patients 
1, 4, 8 and 14 the onset was sudden; these patients 
could remember the exact hour of the day when they 
first became ill with chills, feverishness, malaise and 
the almost immediate appearance of an intractable head- 
ache. In patients 7, 13 and 15 the onset was gradual 
over the period of a day or two with short intervals of 
well-being interspersed between episodes of chills, 
feverishness, malaise and headache; usually a severe 
chill or a severe paroxysm of headache marked the end 
of the gradual-onset period and ushered in continuous 
fever and headache. However, in the 3 instances in 
which the onset was gradual the rash appeared on the 
fourth or fifth day after the first vague symptoms 
were noted. 

Headache: The headache was the most constant 
distinguishing symptom. Six of the 7 patients in the 
early group complained bitterly of severe headache. 
The only exception, patient 15, a rather senile man 
aged 72, only casually and occasionally complained of 
headache. (All 7 patients of the late group complained 


19. Snyder, J. C.: T F in the Second World War, Calif. 
66: 3.10, a7) ar, Calif. Med. 
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of severe headache.) The headache, which was either 
frontal or general, began early and was intense, per- 
sistent and difficult to allay with either drugs or topical 
applications. It usually persisted throughout the entire 
febrile period unless masked by apathy or mental 
confusion. 

Rash: The rash was present in all cases in this 
study. It was described in nearly identical terms in 
the histories of the 7 patients in the early group even 

Day OF KLNESS 
3456 9 1011 12 13 14/15 16 
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This figure shows the temperature curves Cheavy line) in degrees 


Fahrenheit and the pulse rates (dotted line) in beats per minute of the 7 
petients in the early group with Brill’s disease. The heavy bars and 
symbols beneath the temperature curves indicate the period of illness 
during which specific treatment was given and the drugs which were 
administered: P indicates penicillin; S, sulfonamide drugs; AUR, aureo- 
mycin; CHL, chloramphenicol; STR, streptomycin; PABA, para-amino- 
henzoic acid. The temperature of patient 13 reached normal on the 
eleventh day of illness and remained normal thereafter. Patients 7 and 15 
died. The temperature readings are oral on patient 4 at 8 and 12 p.m. 
on the tenth and eleventh days; on patient 13 from the fifth through the 
seventh day, and on patient 14 on the fourth, fifth and tenth through 
twelfth days. <All the remainder of the temperature records represent 


rectal temperatures 


though each history was written by a different phy- 
sician with no previous agreement as to phraseology. 
It began on the fourth day in 3 cases, the fifth day in 
2 cases and the sixth day in 2 cases. 


The earliest 
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manifestations were faint, discrete macules or maculo- 
papules varying in diameter from 1 to 10 mm. and 
fading readily on pressure. These first appeared on 
the anterior portion of the chest near the axillae. The 
eruption then usually extended rapidly to involve most 
of the trunk, the arms and the thighs. The height of the 
rash was usually reached by the seventh or eighth 
day. The rash in patient 8 was exceptionally scant 
and evanescent, consisting of a sprinkling on the 
anterior part of the chest of maculopapules which 
‘lisappeared by the seventh or eighth day of the disease. 
However, in most cases the macules or maculopapules 
were numerous and widespread on the trunk and proxi- 
mal parts of the extremities, later becoming fixed; they 
finally disappeared as convalescence began. r 

Blood Pressure: .\ low peripheral blood pressure 
was noted in 5 of the 7 early cases. In 1 instance the 
hlood pressure was never recorded; patient 15, who 
had an admission reading of 142 systolic and 68 dia- 
stolic, had been receiving treatment for hypertension for 
over a year; about two weeks before the onset of this 
illness his blood pressure in his physician's office was 
220 systolic and 120 diastolic. 

Temperature (see the accompanying figure and 
table 2): (a) Duration of Fever: From the 7 early 
cases nothing can be deduced as to number of days of 
fever ordinarily to be expected in Brill’s disease, since 
6 of the 7 patients were given different forms of specific 
therapy with varying results (sulfonamide drugs, para- 
aminobenzoic acid, penicillin, streptomycin, aureomycin 
and chloramphenicol). However, patient 8, who 
received no specific therapy, had ten days of fever and 
patient 1, who was given penicillin for only two days 
(fifth to seventh days of illness) and no other therapy, 
had the longest period of fever, thirteen days. 

(b) Character of Temperature: The variation in 
the temperature curve from one patient to the other is 
shown in the illustration. Patients 1, 7 and 15 (the 
latter before therapy) had continuous high fevers (tem- 
peratures between 102 and 105 F.). Patients 4 and 8 
had remittent fever with wide fluctuations, between 100 
and 104 F. Patients 13 and 14 had temperatures which 
were irregular and moderately elevated ; but since read- 
ings in the latter 2 cases were partly oral and partly 
rectal, the temperature curves are more difficult to 
interpret than in the other 5 cases, in which almost all 
of the readings were rectal. 

Pulse: The pulse rate was as variable and unpre 
dictable from one patient to another as was the tempera 
ture (see the illustration). In 2 cases, patients 4 
and 7, the pulse rate was rapid, ranging from 100 to 
110, roughly commensurate with the temperature. In 
2 cases, patients 1 and 15, the pulse was relatively 

slow, rates ranging in the 70’s, 80's and low 90's, with 
concomitant temperatures of 102 to 105 F. In 3 cases 
patients 8, 13 and 14, there was only moderate mereast 
in pulse rate with general, though not consistent, tm 
dency to follow the temperature. 

Pulmonary Involvement: In 4 cases occasional pul 
monary rales were noted. In a fifth case there wa 
definite pulmonary congestion, particularly on the right 
side, with the roentgen diagnosis of chromic and/or 
acute tuberculosis. Autopsy in this case showed 
the pulmonary tuberculosis lesion was healed and not 
related to the present illness. 

Other Symptoms and Signs: 


Four patients showed 
definite confusion, 2 were slightly apathetic; 


one 
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(patient 8) was mentally clear throughout the course 
of the disease. None of the patients became comatose. 
Patients 8, 13 and 14 complained of vomiting ; patients 
4, 14 and 15 had episodes of diarrhea. Patient 1 com- 
plained of a sore throat at the onset of the disease. 
Moderate conjunctival injection was described only in 
patient 7. The liver was palpable in cases 4, 13 and 15. 
Chest and abdominal pain were complaints of patient 13. 
Most of these irregularly occurring symptoms and 
signs were more misleading than helpful in the differ. 
ential diagnosis. 

Results of Therapy and Course of Disease: It was 
not the purpose of this study to compare or evaluate the 
various forms of therapy which were used, as shown 
in the illustration and table 2. It is impossible to make 
valid comments on the effects of specific therapy in 
trill’s disease from this study. In cases in which para- 
aminobenzoic acid was used blood levels were not regu- 
larly followed, and this is believed to be imperative for 
the effective use of this drug.*® Penicillin, sulfonamide 
compounds, streptomycin and chloramphenicol '* were 
used either in combination or for such short periods 
that nothing can be deduced as to the effect of any 
oe of these drugs. The course of the disease in 
patients 13 and 14, who received aureomycin, suggests 
that this drug reduces the severity of Brill’s disease, 
as reported by Schoenbach.'™* 

In the early group there were 2 deaths, patients 7 
and 15. In the late group all patients recovered. The 
mortality in Brill’s disease is considered more fully 
in the comments. Autopsy was not performed in 
case 7. The pertinent autopsy observations in case 15 
were: typhus encephalitis, diffuse interstitial myo- 
carditis, bilateral apical pulmonary scars, severe coro- 
nary and cerebral arteriosclerosis. 


LABORATORY DATA 

Routine Laboratory Tests——Scrutiny of the reports 
m routine laboratory tests performed on the 7 patients 
irom the early group reveals one salient fact: such 
tests are of little or no help in the differential diag- 
nosis of Lrill’s disease. 

Blood Cultures: Blood cultures, 15 in number, done 
om the 7 patients from the early group at various periods 
during their illnesses, failed to exhibit growth of 
rickettsial organisms on artificial mediums. 

White Blood Cell Counts: The white blood cell 

counts (table 3) were normal or only slightly elevated 
except in patients 13 and 15, both of whom had roent- 
genologic evidence of pneumonitis. Fifteen differential 
counts either were normal or showed only moderate 
shift to the left with no abnormal forms. 
Electrocardiograms : Electrocardiograms done early 
m the disease on patients 1, 4, 13 and 15 were inter- 
preted as normal. Patient 7 had two electrocardio- 
grams, each showing low voltage particularly in lead 3 
with an inverted T wave; the interpretation was myo- 
cardial damage. 

Roentgenograms of the Chest: In 4 cases roentgeno- 
grams of the chest revealed essentially normal condi- 
tons. Interstitial pneumonitis was reported in a 
oentgenogram of patient 13, and severe pulmonary 
Pena with probable bilateral apical tuberculosis 
Teported in the roentgenogram of the chest of 
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patient 15. (At autopsy, as previously stated, it was 
established that the tuberculous process was old and 
inactive. ) 

Blood Urea Nitrogen: The blood urea nitrogen 
determination was normal in all 7 patients early in the 
disease. 


TaBLe 3.—IVhite Blood Cell Counts in Patients with 
Brill’s Disease, Early Group 


Day of Disease 


4 6 7 9 10 ll 12 13 


TaBL_e 4.—Serologic Tests * in Patients with Brill’s Disease, 


Early Group 


Complement Fixation 
— Weil- Felix, 
Murine 


Day of Epidemic 


Proteus 
(Case Diseaset Antigent Antigen? OX 

_ 7.5 40 2 0 
10 1,280 S20 
13 2,560 640 20 
17 1,280 60 40 

518 20 

9 1,280 320 10 

12 1,280 160 0 

76 320 

9 320 160 1,250 

5.5 10 0 0 
10 640 160 40 

13 1,280 160 40 

I 640 80 20 

167 80 10 od 

12 5,120 640 0 

6 5,120 20 Ww 

20 2,560 320 20 

62 SO 0 

Wa 6 0 0 
7 0 0 

11 1,280 160 0 

“4 1,280 320 0 

21 2,560 160 0 

5 0 0 

6 0 0 0 

7 ~” 0 0 

0 

10.5 1,280 sv 40 


Dr. J. E. Smadel, seientifie director, Department of Virus and 
Rickettsial Diseases, Army Medical Department Research and Graduate 
School, and Miss E. Jackson furnished the Proteus OX 19 antigens which 
we used to check our Weil-Felix test results: Dr. H. R. Cox, director, 
Section of Viral and Rickettsial Research, Lederle Laboratories, checked 
results in various complement fixation tests. 

+ Figures represent number of days (to closest one-half day) elapsed 
from onset of first symptoms. 
t Values in these columns represent the denominators of the serum 


titers, as, 40 indieates 1: 40. 


Urinalyses: Results of urinalysis were normal except 
for an occasional specimen with a trace of or 1 plus 
reaction for albumin. 


Lumbar Punctures: Analysis of fluid obtained by 


lumbar puncture from patients 8 and 15 revealed that 
it was normal. 


Special Laboratory Tests.—Serologic Tests (tables 4 
and 5): 


Serial blood specimens were taken from each 
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of the patients in both early and late groups. Comple- 
ment fixation tests and Weil-Felix tests were performed 
on all the samples. 

(a) Complement Fixation Tests: All patients had 
elevated complement fixation titers, higher against epi- 
demic than murine antigen. These observations are 
discussed by Murray and Snyder.’ 

(>) Weil-Felix Tests: There were 4 patients whose 
serums did not agglutinate Proteus OX 19 organisms 
at any time; 6 other patients who recovered had low 
titers at some time during the disease, ranging from 


Taste 5.—Serologic Tests on Patients with Brill’s Disease, 
Late Group 


Complement Fixation 
——~ Weil- Felix, 


Day of Epidemic Murine Proteus 
Case Disease Antigent Antigent OX 19t 
Ww lew 0 
5,120 0 
5,10 
0 
i. 0 
“4 12s) lo 
17 1,280 
4 S20 0 
“ 
me 
on 
12s 
160) 
is 
lot) 
le lhe 
1,26 


Figures represent number of days (to closest one-half day) elapsed 
from onset of first symptoms. The date of onset could not be accurately 
ascertained for patients 6, 9 and 10, 


+ Values in these columns represent the denominators of the serum 
titers 

t Clinien! material of Dr. D. L. Mendel, Jewish Hospital, Montreal, 
(unada. 


1:10 to 1:40. In patient 7 a titer of 1: 1,280 had 
developed by the ninth day, when he died. Patient 15 
had a titer of 1:40 on the tenth day, the day of death. 
Serums of patients 9 and 11 had maximum titers of 
1: 320 and 1: 160, respectively. In most laboratories 
1: 160 is the lowest titer generally agreed on as diag- 
nostic; on this basis, only 3 of the 14 patients had a 
diagnostic agglutination titer in the Weil-Felix test. 


ISOLATION OF ETIOLOGIC AGENT 

The methods employed in isolation of the etiologic 

agent and the details of results obtained are recorded in 

the paper by Murray and Snyder.* The results are 
briefly summarized in table 6. 

In the 7 late cases rickettsiae were not demonstrated 

by any method. In the 7 early cases rickettsiae were 


isolated by the louse-feeding method in all 7 attempts ; 
however, only with considerable difficulty was evidence 
obtained for the presence of rickettsiae in blood speci- 
mens from 4 of the 7 patients in the early group by 
the inoculation of the patients’ blood into animals. 


CHARACTERIZATION OF STRAINS 


The details of characterization of strains are con- 
sidered in the article by Murray and Snyder.* In sum- 
mary, all seven of Brill’s strains were clearly of the 
classic epidemic type. 

COMMENT 

Clinical Diagnosis —There are few signs or symp- 
toms of sufficient constancy to be useful in the diagnosis 
of Brill’s disease (recrudescent epidemic typhus), 
Nonetheless, in the five Jewish hospitals in which this 
study was conducted, the clinical diagnosis was made 
with surprising accuracy: of 14 patients clinically sus- 
pected of having Brill’s disease, 7 were subsequently 
proved to have the disease by the isolation of rickettsiae, 
and all 14 gave conclusive serologic evidence.*' 

By use of the four criteria enumerated in the pre- 
ceding section on Method of Study, we believe that 
Brill’s disease can be diagnosed more frequently in the 
United States than it is at present. This belief is 
supported by our experience in one of the hospitals in 
our study. Although no cases of Brill’s disease had 
been reported in this hospital for thirty years previous 
to 1948, after the staff physicians were alerted to the 
four diagnostic criteria listed in the foregoing section, 
they recognized 3 cases of Brill’s disease (patients 5, 
13 and 14) between June 1948 and June 1949. 

On the other hand, Brill’s disease is well known in 
the Jewish Hospitals of New York and Boston, where 
the staffs are traditionally on the alert for cases. In 
fact, in several instances the diagnosis was made 
by the junior intern in the outpatient admitting room, 
thus making it possible to start our rickettsial iso- 
lation attempts almost immediately after the patient's 
admission. 

The only observation in addition to the four criteria 
already stated which may be helpful in clinical diagnosis 


Taste 6.—I/solation of Typhus Rickettsiae from Patients with 
Brill’s Disease, Early Group * 


Rickettsiae 
Isolated 
by Feed- 

ing Human 


Rickettsiae 
Demonstrated by Lnoculating 
Patient's Blood Into 


Day of Disease 
When Strain 


Tsolation Body Lice on 

Case Attempt Begant the Patient! Cotton Rats} Guinea Pigs 
6.0 + + 

6.0 4 + + 
7M + + 
= 45 + + + 


* In contrast to the results obtained with the early group as shown 
in this table, all louse feeding and blood inoculation attempts were unsue 
cessful in the late group. 

+ Figures represent number of days (to closest one-half day) elapsed 
from hour of onset of first symptoms. aa 

t The details of the isolation procedures are described by Murray ‘er 
Snyder.* Plus sign (+) indicates that definite evidence was ined “4 
presence of R. prowazeki in the specimen: the minus sign (—) 
unsnuiceessful attempt. 


of recrudescent epidemic typhus is the lowered periph- 
eral blood pressure which seems to occur uniformly: 
Practically all other symptoms and signs are more Om 
misleading than helpful in the differential diagnos 
Good examples of misleading variability in observations 
occasion we ies on a patient with 
a rickettsiallike rash. but ‘his’ as sever 
having Brill’s disease because he was born in America and did 


complain of a headache at any time; the final clinical diagnosis i= 6 


case was fever of tinknown origin. 
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are the pulse rate and temperature. The temperature 
may be continuously high as in epidemic. typhus, may 
be irregularly elevated or may fluctuate widely, simu- 
lating typhoid or some septic condition. The pulse rate 
may be elevated and commensurate with the tempera- 
ture, which is expected in the second week of epidemic 
typhus, or may be slow or normal, simulating the brady- 
cardia so often noted in typhoid. It is also pertinent 
to call attention to the bizarre and misleading gastro- 
intestinal symptoms and pulmonary signs of patients 
4,13 and 15. On admission these 3 patients were 
thought to have gastrointestinal or pulmonary disease. 
Fortunately, the medical staff noted that each of these 

tients also satisfied the four cardinal criteria of 
Brill’s disease, otherwise they might not have been 
included in this study. 

Since many of the patients with Brill’s disease 
receive sulfonamide drugs during the first few days 
of illness, the rash may be mistaken for a sulfonamide 
rash. However, the fine macular or maculopapular 
character of the rash, its distribution on the trunk and 
proximal parts of the extremities and the fact that the 
macules when they first appear fade on pressure 
differentiate this rash from the usual sulfonamide rash. 

The clinical suspicion of Brill’s disease arrived at by 
use of the four diagnostic criteria listed in the fore- 
going section has been confirmed 14 out of 14 times 
by our laboratory studies. Obviously in obtaining such 
a high correlation between clinical suspicion and posi- 
tive laboratory diagnosis chance has favored us; but 
even considering chance as a factor, one may reasonably 
conclude that although these four cardinal criteria seem 
fairly nonspecific when taken separately, nevertheless 
in combination they have formed a useful diagnostic 
index for recognizing cases of Brill’s disease in the 
hospitals where our study was conducted. 

Laboratory Diagnosis Using the Weil-Felix Test.— 
We have already noted that the Weil-Felix test has 
been the routine serologic procedure for confirmation 
of the clinical diagnosis of Brill’s disease. From our 
study it seems likely that this test in the majority of 
cases is more apt to be misleading than helpful. In 
only 3 of our 14 cases was the reaction to the Weil- 
Felix test of diagnostic titer (at least 1: 160) by the 
tenth day of the disease; in 4 cases it remained nega- 
tive throughout the entire course of the disease; 
altogether, in 11 of the 14 cases it never rose above 
1:40. In view of the fact that epidemic rickettsiae and 
Proteus OX 19 organisms have been shown to have 
a common antigen,?* the discrepancy between results 
of the Weil-Felix and complement fixation tests in our 
\4 cases of Brill’s disease is intriguing. In contrast 
0 results in Brill’s disease, in more than 95 per cent 
of the cases of classic epidemic typhus in Europe and 
the Middle East Weil-Felix reactions in titers of 
1;200 or higher developed at some time during the 


Others have noted negative or low titer reactions to 
Weil-Felix tests in Brill’s disease. Brill himself ** is 
quoted in 1928 as being disappointed in the Weil-Felix 
feaction, stating that “the serum of Brill’s disease 


oe J. Exper. Med. @@: 119-125, 1934. 
M. E., and Wishart, F. O.: Studies of the Serology of 
ever, Canad. J. Pub. Health 37: 461-466, 1946. Downie, A. W.: 
mn? Diagnosis of Typhus, Pub. Health 5®: 64-65, 1946. Zara 
- J. D.: To be published. 
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patients seldom gives reactions in dilutions sufficiently 
high to be of diagnostic aid.” Blatteis,** reporting 138 
cases of Brill’s disease occurring in the Jewish Hospital 
in Brooklyn between 1913 and 1928, performed Weil- 
Felix tests in 45 instances. The reaction was positive 
in 2 cases, doubtful in 3 cases and negative in 40 cases. 

Schoenbach *** noted a completely negative Weil- 
Felix reaction in his case from Baltimore in 1948; he 
further stated that on several other occasions he had 
found no agglutinins for Proteus OX 19 in serum from 
patients with Brill’s disease, although the results of the 
more specific complement fixation test had been posi- 
tive. However, Morgan, Neva, Fahey and Finland,” 
reporting 2 cases of serologically proved Brill’s disease 
in Irish emigrants from Galway, noted Weil-Felix 
titers of 1:2,560 and 1:512. Smadel and Gauld '” 
found a low mean titer of agglutination of Proteus 
OX 19 in their recent studies of patients with Brill’s 
disease. 


It is clear that the complement fixation or rickettsial 
agglutination tests are the only reliable serologic diag- 
nostic tests for Brill’s disease. 

Severity.—The statement has crept into the litera- 
ture and has been passed on from decade to decade 
that Brill’s disease is a mild form of typhus. This 
statement probably is erroneous. Six of our 7 early 
cases (case 8 excepted) would be classified as “moder- 
ately severe” or “very severe,” according to the criteria 
applied to the cases of typhus during the epidemics in 
Egypt and Europe in 1943-1945. The interns writing 
the admission physical examination described these 6 
patients as “acutely ill,” “toxic” or “extremely toxic.” 

One of us (G. B.) has personally seen more than 
100 cases of Brill’s disease in New York City over the 
past thirty-five years and can compare these cases with 
the cases of louse-borne epidemic typhus he saw in 
Serbia during World War I. In his opinion, most of 
the patients with Brill’s disease are exceedingly ill. 

Mortality—The descriptions of Brill’s disease uni- 
formly state that the mortality from this illness is low. 
We regard this statement as probably correct. In sup- 
port of a low mortality, the records of the Mount Sinai 
Hospital show that there were 130 cases of Brill’s 
disease with 2 deaths between 1928 and 1948; at the 
Brooklyn Jewish Hospital there were 109 cases and 
4 deaths between 1925 and 1948. The fact that there 
were 2 deaths in our group of 7 early cases unfortu- 
nately is misleading (there were no deaths in the 7 late 
cases we studied). Furthermore, the sudden convulsive 
seizure of patient 7, which was followed at once by 
his death, is not characteristic of the usual manner of 
typhus death, where the patient gradually becomes 
stuporous and then comatose before succumbing. 

However, the fact that low mortality has been con- 
sidered a traditional characteristic of the disease intro- 
duces the possibility of error. For example, when 
patient 7 died, ipso facto the diagnosis of Brill’s disease 
became a matter of dispute among the clinicians who 
had attended him, even though previous to his death 
they had agreed unanimously that his illness was typi- 
cal of Brill’s disease; if his reaction to the Weil-Felix 
test had been negative at the time of his death, in 


25. Blatteis, S. R.: Endemic Typhus Fever (Brill’s Disease): A Report 
of One Hundred and Thirty-Eight Cases, M. Clin. North America 2: 
1099-1108, 1928. 

26. Morgan, H .R.; Neva, F. A.; Fahey, R. J., and Finland, M.: 
of Two Serologically Proved Cases of Typhus Fever in Irish-Born S 
dents of Boston, New England J. Med. 238: 871-873, 1948. i 
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ordinary circumstances he might not have been included 
in the Brill’s disease statistics. In the case of patient 15, 
the attending physicians seriously questioned the 
diagnosis of Brill’s disease owing to confusion over 
the significance of his pulmonary lesions and his lack 
of a continuous or severe headache. This case probably 
would have been excluded from the mortality statistics 
in view of the negative reaction to the Weil-Felix test 
and atypical course, including death, had we not 
obtained conclusive diagnostic evidence of Brill’s dis- 
case by complement fixation tests and by isolation of 
rickettsiae from his blood. 

Incidence.—The probable incidence of Brill’s disease 
cannot be estimated with any reasonable certainty from 
our study. In the large epidemics of typhus about 
which adequate statistics are available, mild cases with 
no evidence of rash are cited as forming 10 to 15 per 
cent of the total; sometimes absence of headache has 
also been recorded. By contrast, every patient in our 
series had a rash; indeed, the clinician would hardly 
suspect Brill’s disease if the patient had no rash and 
no headache. Hence, it is entirely possible that in 
the United States and elsewhere mild cases of Brill’s 
disease without a rash are being overlooked. This 
point could be decided only if numerous complement 
fixation tests were performed on foreign-born patients 
with mild febrile illnesses. 

The possibility of a new source of Brill's disease in 
this country is suggested by patient 8, who almost cer- 
tainly had classic epidemic typhus in the Buchenwald 
concentration camp in 1945. Many displaced persons 
now coming to the United States from Europe had 
epidemic typhus in German concentration camps."® 
Many of them resided previously in areas of Europe 
where they might have had the disease in early life. 
The important point is that these displaced persons 
are finding homes in areas of the United States where 
Brill’s disease has never before been suspected. 

Implications of the Louse-Feeding Experiments.— 
Our results, described more fully by Murray and 
snyder, clearly indicate that patients with Brill’s dis- 
ease can infect an appreciable percentage of the human 
hody lice feeding on them in the first week of the illness. 
The fact that our seven strains are indistinguishable 
from those of classic epidemic typhus further empha- 
sizes the potential role of Brill’s disease in the initiation 
of new outbreaks of typhus. If our 7 patients from the 
early group had been living in louse-infested environ- 
ments, they might have served as the originators of 
typhus outbreaks. 

SUMMARY 

Observations on 14 cases of Brill’s disease are 
reported, with the following conclusions : 

1. The clinical diagnosis of Brill’s disease should be 
made when (a) a fever of unknown origin occurs in a 
(b) foreign-born person who has lived at some previous 
time in an area where typhus occurs in epidemic form, 
who complains of an (c) intense, persistent headache 
and who displays a (d) macular or maculopapular rash 
on the fourth to the sixth day of the disease. 

2. The laboratory confirmation of the clinical diagno- 
sis should be made by the complement fixation test (or 
the rickettsial agglutination test). The Weil-Felix 
reaction, if negative, should be completely ignored. 

3. Use of these diagnostic criteria by physicians 
should result in recognition of more cases of Brill’s 
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disease, particularly among the displaced persons 
coming to the United States from Europe. 

4. Patients with Brill’s disease can infect human 
body lice with typhus rickettsiae. This strongly sug. 
gests that patients with Brill’s disease, if residing in 
louse-infested communities, could initiate epidemics of 
typhus. 


Clinical Notes, Suggestions and 
New Instruments 


THROMBOPENIC PURPURA DUE TO BISMUTH ARSPHEN. 
AMINE SULFONATE (BISMARSEN*) 


HARLEY A. HAYNES Jr., M.D. 
and 
ALEXANDER P. ORMOND, M.D. 
Akron, Ohio 


Bismuth arsphenamine sulfonate (bismarsen®) was introduced 
in 1925 primzrily for use as an antisyphilitic arsenical com- 
pound, to be injected intramuscularly. The drug is a brownish 
yellow powder which is dissolved in a sterile aqueous solution 
of 0.25 per cent butacaine sulfate (butyn sulfate"), a local 
anesthetic agent, before being injected intramuscularly into the 
buttocks. The folder included with the package of bismuth 
arsphenamine sulfonate lists possible reactions related to the 
cardiovascular system, the liver and kidneys, and contraindi- 
cations for use in such conditions as anemia, advanced tuber- 
culosis and alcoholism. No mention is made of possible drug 
allergy or blood dyscrasia resulting from its use. The recom- 
mended dose of the drug in the treatment of syphilis is 0.1 Gm. 
initially, followed by 0.2 Gm. given intramuscularly twice 
weekly for a course of twenty injections. This drug also is 
used in the treatment of dermatoses such as lupus crythematosus 
and lichen planus. In 1940 Falconer and Epstein! reported 
a total of 8 cases in which thrombopenic purpura developed 
aiter injections of the various arsenical compounds. Three of 
these cases followed the intramuscular injection of bismuth 
arsphenamine sulfonate. Nausea, headache, chills and purpura 
developed within twenty-four hours after the third, twenty-ninth 
and fifty-fourth injection, respectively. The only abnormalities 
of the hemograms were a sharp reduction in the platelet count 
and a tendency toward an increase in the number of granulo- 
cytes. All 8 patients recovered. In 1942 Englehardt and 
Bruno? reported a case of thrombopenic purpura which they 
ascribed in the summary to neoarsphenamine and oxophenarsine 
hydrochloride (mapharsen®). However, in their case report 
they stated that the bleeding of the gums occurred after the 
patient received injections of bismuth arsphenamine sulfonate. 
Schwartz and Vonder Heide,* in reporting thrombopenic pur- 
pura due to oxophenarsine hydrochloride, included bismuth 
arsphenamine sulfonate with neoarsphenamine, arsphenamune 
and sulfarsphenamine as arsenical compounds capable of causing 
the condition, Sherman ‘ in discussing drug allergy stated that 
thrombopenia may occur alone or may accompany granulocyto- 
penia as a result of the use of the sulfonamide agents, 
phenamine and other drugs. He also stated that thrombopem 
caused by drugs usually is manifested by purpura appearime 
abruptly after prolonged use of the drug. The suspecte’ 
allergic mechanism of these hematologic reactions has ™ 
received adequate confirmation. 


1. Falconer, E. H., and Epstein, N. N.: Purpura Hetorriage 
Following Neoarsphenamine and Bismarsen Therapy, Arch. Int. Med. 
1158 (Jan.) 1940. ; of 

2. Englehardt, H. T., and Bruno, F. E.: Observations om @ an 
Thrombocytopenic Purpura Following Administration of Arsenicals, 

& Cutan. Rev. 46: 654 (Oct.) 1942. 

3. Schwartz, M., and Vonder Heide, E. C.: ThrombocytoPeM 9g: 
gore Due to Mapharsen (Oxophenarsine HCI—USP) J. A.M 
9 (June 30) 1945, 

4. Sherman, W. B.: Drug Allergy, J. A. M. A. 140:5:0e@ 
1949. 
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REPORT OF CASE 


Mrs. H. B. H., born in 1904, was examined in August 194] 
because of a persistent pruritic eruption of seven years’ dur- 
ation. This consisted of shiny, flat, purplish red, angular 
lesions scattered over the sides of the feet, ankles and thighs 
and was typical of lichen planus. The serologic reaction for 
syphilis was negative. She was given weekly intramuscular 
injections of 0.1 Gm. bismuth arsphenamine sulfonate for 
fifteen weeks, at which time the eruption and symptoms had 
disappeared entirely. The patient was not seen again until 
March 7, 1949, when she returned with a two months’ recurrence 
of the lesions of lichen planus on the dorsum of both feet 
and the anterior surface of both knees. She was treated 
that same day with low voltage roentgen radiation to the knees 
and ankles and an intramuscular injection of 0.1 Gm. bismuth 
arsphenamine sulfonate. There was no reaction to this injec- 
tion. On March 14, 1949 a second injection of 0.1 Gm. of 
the drug was given. The next morning she telephoned to 
report headache, nausea, severe bleeding from the gums and 
scattered red spots on the arms and legs. She was admitted 
to the hospital the same day. She denied having used any 
other drugs. There was no past history or family history 
of blood dyscrasias. She had borne six children, and had 
suffered no miscarriages. Hysterectomy had been performed 
in 1947. 

Physical examination revealed a well nourished woman 44 
years of age weighing 132 pounds (59.9 Kg.). The temperature 
was 97.4 F., the pulse rate 70 per minute and the respiratory 
rate 20 per minute. The blood pressure was 160 systolic and 
& diastolic. There was severe bleeding from the gums, and 
many petechiae and large and small purpuric spots were 
distributed generally over the body. The liver, spleen and 
lymph nodes were not palpable. There was no other physical 
abnormality 

Examination of the blood on admission revealed: hemoglobin 
13 Gm. (Haden-Hauser) ; red blood cells 4,900,000; leukocytes 
6,950, with 79 per cent neutrophils, 16 per cent eosinophils and 
5 per cent lymphocytes; platelets 36,000; coagulation time five 
minutes: bleeding time twenty-seven minutes; type A, Rh- 
negative, and prothrombin time 88 per cent of normal. The 
urine was normal except for an occasional red blood cell. 


Treatment was started at once, with the transfusion of 
20 ce. of type A, Rh-negative fresh blood. There was a 
mild reaction with fever (102 F.), which subsided within a 
few hours. BAL (2-3-dimercaptopropanol) 150 mg. was 
injected intramuscularly every three hours for six doses, and 
20 mg. pyridoxine hydrochloride, 500 mg. ascorbic acid and 
10 mg. vitamin K were given intravenously. There was no 
turther bleeding, nor were new purpuric spots observed. The 
next day, March 16, the leukocyte count was 6,900, with 56 
er cent neutrophils, 3 per cent eosinophils, 35 per cent small 
lymphocytes and 6 per cent monocytes; the platelets numbered 
%000. On March 17 the platelet count was 64,000: on 
March 18, 92,000 and two months later, 196,000. The course 
was afebrile, and convalescence uneventful. Bismuth subsali- 
tylate in oil was subsequently administered intramuscularly 
as therapeutic care for the lichen planus of the patient. No 
reactions were observed. 

COMMENT 


In spite of large numbers of injections of bismuth arsphen- 
amine sulfonate, there are comparatively few reports in the 
literature of thrombopenia resulting from its use. One of us 
(H. A. H.) has given approximately 6,000 injections of this 
drug, and this is the first severe reaction observed. The cause 
of the sudden appearance of thrombopenia is undetermined, 
but this case rather pointedly suggests an allergic mechanism. 
ai reaction was sudden, following in a few hours the second 
sont, of the small dose of the drug. The eosinophil count 
ee blood was 16 per cent on the first day but dropped to 

r cent thereafter. It is questionable whether the treatment 
a given was effective or even necessary. Certainly we cannot 
sure which of the therapeutic agents was the effective 
femedy. Jukes > had 1 patient in whom thrombopenia developed 


5. Jukes, R. F.; Personal communication to the authors. 
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after the administration of neoarsphenamine and who made 
a spontaneous recovery. Probably there have been other 
unreported cases. The most important point on differentiation 
is to separate this relatively mild condition, possibly allergic, 
from the dangerous hypoplastic and aplastic anemias due to 
depression or destruction of the bone marrow following exposure 
to benzene, gold compounds, mesantoin® (3-methyl-5-phenyl-5- 
ethylhydantoin) and other drugs. This differential, of course, 1s 
made by blood and bone marrow studies. Certainly the 
appearance of such a reaction as is here reported is an absolute 
contraindication to the use of the drug again in the affected 
patient. 
SUMMARY 

After cure of a persistent pruritic eruption with fifteen injec- 
tions of bismuth arsphenamine sulfonate (bismarsen"), a recur- 
rence of lichen planuus eight years later was treated with the 
same drug. Acute thrombopenia followed the injection of the 
second small dose of the drug; there was prompt, complete 
recovery. In the case reported herein an allergic mechanism 
is suggested as the probable etiologic factor. 


404 Ohio Building (8) (Dr. Haynes). 
1126 Second National Building (8) (Dr. Ormond). 


STERILIZATION OF PLASTER BANDAGES WITH 
ETHYLENE OXIDE 


ARMINE T. WILSON, M.D. 
Wilmington, Del. 


Murray and Denton! were the first to suggest that plaster 
bandages might be responsible for the contamination of wounds 
and were the first to study the bacterial flora of plaster. They 
reported a fatal attack of tetanus, in which the plaster cast 
was the presumptive source of the infection. Clostridium tetani 
was recovered on culture of a single unused plaster bandage, 
and numerous molds and bacteria, both aerobic and anaerobic, 
were cultured from an additional series of 28 bandages. Green- 
berg 2 reported a more extensive series of cultural studies of 
plaster obtained from various parts of Canada. Of 194 speci- 
mens studied, only 1 was sterile. Among the organisms 
recovered were Escherichia coli, Streptococcus fecalis, Strep- 
tococcus bovis, Clostridium perfringens, Clostridium novyi, 
Clostridium histolyticum, Clostridium bifermentans, aerobic 
spore-forming bacilli, staphylococci, diphtheroids and micro- 
cocci. Clostridia were recovered from 132 of 222 bandages 
cultured in the two studies. 

The provision of sterile plaster for application to clean and 
contaminated wounds and for use in clean operating rooms 
appeared to be desirable. 


Murray and Denton,' Greenberg and Klotz attempted to 
sterilize plaster bandages by means of dry and wet heat. 
Neither procedure was satisfactory. Although autoclaving 
achieved sterilization, the bandages often became too wet to 
use and large losses of plaster occurred. Exposure of bandages 
to a heat of 190 C. for ninety minutes was found to be the 
best method of sterilizing by dry heat, but unfortunately the 
setting characteristics of the plaster were undesirably modified 
by that procedure. Dry heat at lower temperatures failed to 
result in sterilization and at higher temperatures caused charring 
and friability of the crinoline matrix. 


Ethylene oxide has been used to sterilize foodstuffs, instru- 
ments, solid vegetable matter 4 and soil,® and it has been used 
in this laboratory in liquid form to sterilize bacteriologic 


From the Department of Bacteriology, the Alfred I. du Pont Institute 
of the Nemours Foundation. 

1. Murray, E. G. D., and Denton, G. D.: Plaster of Paris As a Source 
of Infection in Tetanus and Gas Gangrene, Canad. M. A. J. 60:1, 1949. 

2. Greenberg, L.: A Bacteriological Analysis of Plaster of Paris 
Bandages, Canad. M. A. J. 60:4, 1949. 

3. Klotz, M. O.: Sterilization of Plaster of Paris Bandages in the 
Ottawa Civic Hospital, Canad. M. A. J. 60: 6, 1949. 

4. Hansen, H. N., and Snyder, W. C.: Gaseous Sterilization of Bio- 
logical Materials for Use as Culture Media, Phytopath. 37: 369, 1947. 

5. Roberts, J. L.; Allison, L. E.; Prickett, P. S., and Riddle, K. B.: 
on Soil Sterilization with Ethylene Oxide, J. Bact. 

: 40, 1943. 
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mediums. It seemed possible that it might be capable of 
sterilizing plaster bandages, and preliminary experiments demon- 
strated that such was the case. 

Two procedures have been employed for sterilizing with 
ethylene oxide.“ In the first, plaster bandages were removed 
from their paper envelopes and were stacked loosely in a 
glass anaerobic jar. The jar was placed in a refrigerator at 
approximately 0 C. for one hour. Chilled ethylene oxide * was 
added in amounts of 1 to 5 cc. by means of a chilled pipet. 
The lid, which was provided with a single stopcock, was 
clamped in place forming an air-tight seal. The stopcock was 
closed, and the jar was removed to a 37 C. air incubator. 
At frequent intervals the stopcock was opened for a few 
moments to relieve the pressure formed by the vaporizing 
ethylene oxide. After all the ethylene oxide had vaporized, 
as indicated by failure to produce sound of escaping gas on 
opening the stopcock, the stopcock was closed and the jar was 
allowed to stand ,undisturbed overnight. In the morning, speci- 
mens were removed under sterile precautions for culture. 

In more recent experiments a 22 quart (20.8 liter) com- 
mercial pressure cooker has been used in place of the anaerobic 
jar. The openings for the pressure-regulating device and the 
safety vent were sealed, and a metal stopcock was inserted into 
one of them. Plaster bandages were removed from their paper 

wrappings and were stacked in a stainless steel sponge drum, 

which was placed in the cooker. The cooker was then chilled 
for one hour, and 10 cc. of chilled ethylene oxide were intro- 
_ duced. The lid was clamped into position and the cooker 
was placed in the 37 C. incubator overnight. Approximately 
one-fourth atmosphere in excess of atmospheric pressure devel- 
oped in the cooker due to the vaporizing ethylene oxide. In 
the morning the pressure was relieved by opening the stopcock. 

The drum containing the treated bandages was removed, and 

the bandages were cultured to determine the effectiveness of 

sterilization. 

Pieces of untreated plaster bandage and untreated whole 
bandages were cultured in tryptose phosphate broth, fluid 
thioglycollate medium and cooked meat medium for the presence 
of aerobic and anaerobic bacteria. In confirmation of the work 
of Murray and Denton and of Greenberg we have found the 
plaster to be contaminated with a wide variety of bacterial 
species. After treatment with ethylene oxide in one or the 
other of the methods described herein, cultures were made in 
the three mediums; in some instances whole bandages were 
used and in other instances 1 inch (2.54 cm.) squares cut from 
various positions along the bandages. In all, six batches of 
handages have been treated with ethylene oxide and have been 
cultured thereafter. All these cultures have been sterile, with 
the exception of one | inch square, from which a micrococcus 
was recovered, It is likely that the micrococcus was a contami- 
nant, since it was a variety commonly found in laboratory air 
but not previously recovered from untreated plaster. 

Plaster treated in the manner described is not altered in 
general properties. It hardens as rapidly as untreated plaster, 
and the physical characteristics of a cast formed from it are 


unchanged. 

The work of the Canadian bacteriologists':* has directed 
attention to plaster as a possible source of danger in ortho- 
pedic surgery. The magnitude of this danger cannot properly 
be evaluated until further studies, preferably quantitative as 
well as qualitative, have been made of the bacterial species 
present in plaster and until clinical investigation of wound 
infections includes bacteriologic examination of the plaster cast. 
In any case, if sterile plaster bandages were readily available, 
one could hardly object to their use in forming casts on open 
wounds. The successful sterilization of plaster by means of 
ethylene oxide should make it possible for hospitals to sterilize 
their own plaster bandages and for manufacturers to furnish a 
sterile packaged product. The need to work out the practical 
details remains. 


6. Wilson, A. T., and Bruno, P.: The Sterilization of Bacteriological 
i other Fluids with Ethylene Oxide, J. Exper. Med., to be 
published. 

6a. Ethylene oxide in sufficient concentration is explosive and toxic. 
Provision must be made to prevent local accumulation of the gas in the 


air. 


7. Obtained from Eastman Kodak Company, Rochester, N. Y. 
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ADDENDUM 


Since this article was submitted for publication, two papers 
pertinent to the subject have appeared. Phillips and Kaye’ 
have reviewed in great detail the use of gaseous ethylene oxide 
as a sterilizing agent. Gibbons and Ewing ® have described the 
use of formaldehyde vapor to sterilize plaster bandages, 


MALIGNANT PHEOCHROMOCYTOMA WITH PAROXYSMAL 
HYPERTENSION AND METASTASIS TO THE 
CERVICAL SPINE 


GLEN O. CROSS, M.D. 
and 
JOHN W. PACE, M.D. 
San Francisco 


Malignant pheochromocytomas that have produced the clini- 
cal picture consequent to the liberation of large amounts of 
epinephrine into the blood stream have not been previously 
reported. A total of 8 cases of malignant pheochromocytoma 
have been reported in the medical literature.!| Paroxysmal 
hypertension was not a feature of the disease in any of these 
cases. The case reported herein is considered of interest 
because of the severe and frequent attacks of paroxysmal hyper- 
tension produced by the primary tumor and the complete 
freedom from these attacks following the surgical removal of 
the tumor. 

REPORT OF CASE 

R. S. L., a white man aged 47, was admitted to the hospital 
with weakness of the right arm, inability to move the legs and 
loss of bladder and bowel control. The illness was of two 
months’ duration. 

Past History —He was well until 1942, when he began to 
have attacks of headache, dizziness and a sensation of “pound- 
ing in the chest.” These attacks were precipitated by excite- 
ment or by lying on either side. He would experience as 
many as ten attacks in a day. 

Four months prior to hospitalization he noticed an aching 
pain in the right shoulder. A month later he began to experi- 
ence a tingling numbness of the fingers of the right hand. 
Two months later he awoke one morning unable to move the 
right leg and unable to initiate micturition. He was hospitalized, 
and in the following month there developed complete paraplegia 
with loss of bowel and bladder control and ulcers over the 
sacrum. He was then transferred to this hospital for treatment 
of his neurologic disease. 

Examination—An emaciated man aged 47, lying in bed, had 
decided atrophy of the right arm and of the lower extremities. 
Frequent painful jerking motions of the lower extremities were 
observed. There were three decubitus ulcers over the sacrum. 
The blood pressure was 130 systolic and 90 diastolic, and 
examination of the chest was not remarkable. Palpation of the 
abdomen revealed a firm mobile mass about 10 cm. in diameter 
in the upper right quadrant. Manipulation of this mass precip 
tated an attack of dizziness, headache and palpitation of the 
heart. The blood pressure went to 260 systolic and 150 diastolic, 
and there was severe associated constriction of the retinal 
arterioles seen through the ophthalmoscope. 

Neurologic Examination—The cranial nerves functioned 
normally, There was a zone of hypesthesia and hypalgesia 
the left side of the body below the level of the fourth 


8. Phillips, C. R., and Kaye, S.: The Sterilizing Action of Gasea* 
Ethylene Oxide, Am. J. Hyg. 50: 270, 1949. : 

9. Gibbons, R. J., and Belen. . B.: Sterilization of Plaster of Pars 
Bandages, Canad. M. A. J. @1: 618, 1949. 

From the Neurosurgical Service of Fort Miley Hospital. sh the 
Sponsored by the Veterans Administration and published with, 
approval of the Chief Medical Director. The statements and conchae 

by the are a result own study and do 
necessarily reflect the opinions or icy o ’eterans 
1. (a) Calkins, E., and Howard, J. Bilateral Familial Pheer 
cytoma, J. Clin. Endocrinol. 7:47, 1947 H.; 
min, J. W.; Speer, F. D., and Klotz, S.: 
. Clin. Endocrinol 2: 332, 1942. (c) Bauer, J., and Belt, E.: 
ypertension with Concomitant Swelling of the Thyroid, J. Clin. 
nol. 7: 30, 1947. (d) Blacklock, J. W. S.; Ferguson, J. Wi 35: 
haper, J. Symington, bi oma, Brit. J. Surg. 
47. Softer, L. J.: iseases of the Adrenals, u < 
& Febiger, 1946.° (e) Eisenberg, A. A., and 
of the Suprarenal Medulla (Paraganglioma), 
14: 818 (Dec.) 1932. 


| 
3 
1 
fl 
T 
th 
I 
m 
to 
ch 
cu 
20 
an 
lev 
clo 

of 
fie! 
] 

A 
rev 
kid 
of | 
afte 
sho 
vert 
prov 
70 « 

and 
daily 
of a 

> 
au 

en 

¢hromac 
Spastic; 
Oper 
sufficier 
The a 
seen ey 
|| vical 


=A 


Vouume 142 
Newser 14 


dermatome. There was a mild hyperesthesia of the body below 
this level. The right arm and both legs exhibited a spastic 
type of weakness that was most pronounced in the right leg. 
Reflexes were generally hyperactive, and a pathologic great toe 
reflex was obtained on the right. There was decided loss of 
tone of the anal sphincter. 

Special Studies —Examination of the blood disclosed 4,080,000 
red blood cells and 13,450 white blood cells (cystitis), with 
neutrophils 56 per cent, lymphocytes 34 per cent, monocytes 
3 per cent, eosinophils 4 per cent and basophils 3 per cent. 
The hemoglobin content of the blood was 12 Gm. The spinal 
fuid was normal in dynamics, crystal clear and without cells. 
The sugar measured 88 mg. per hundred cubic centimeters; 
there was no globulin; the total protein determination was 
18 mg. per hundred cubic centimeters. Reaction to the Wasser- 
mann test was negative. The colloidal gold curve read 
0011100000. The blood urea nitrogen level was 13.9 mg., the 
total cholesterol 356 mg., cholesterol esters 270 mg., sodium 
chlorides 105.3 mg. and the sugar 66.0 mg., per hundred 
cubic centimeters. The carbon dioxide-combining power was 
26 milliequivalents, the serum potassium 5.0 milliequivalents 
and the sodium 144.0 milliequivalents per liter. The phosphatase 
level was 6 Bodansky units. The urine was straw colored and 
doudy, with an alkaline reaction, specific gravity 1.015, trace 
of albumin, no sugar, 4 to 8 white blood cells per high power 
field and amorphous phosphate crystals. 

Roentgenograms of the chest revealed normal conditions. 
A pyelogram after intravenous injection of a contrast medium 
revealed distortion and downward displacement of the right 
kidney by a large mass at its upper pole. Roentgen examination 
of the cervical vertebrae showed severe erosion of the pedicles 
on the right in the lower cervical region. A myelogram made 
aiter injection of a radiopaque contrast medium (pantopaque®) 
showed a filling defect extending upward from the first thoracic 
vertebra. A histamine test (injection of 0.5 mg. of histamine) 
produced a rise in the blood pressure from 120 systolic and 
1) diastolic to 225 systolic and 133 diastolic (fig. 1). 

Treatment—The patient was placed on a high protein diet, 
and 25 mg. of testosterone propionate was given intramuscularly 
daily. Infra-red therapy to the decubitus ulcers and restoration 
of a positive nitrogen balance combined to result in prompt 


Tititi 


als 1.—Alterations in blood pressure as result of abdominal massage 
mtravenous histamine therapy in a patient with malignant pheo- 


wealing of the ulcers. Administration of mephenesin (tolserol®), 

. Gm. three times a day, resulted in lessening of the painful 

‘pasticity of the lower extremities. 

Operation—When the general condition of the patient had 

awed improved a cervical laminectomy was performed. 
t were exposed from the second thoracic to 


fourth cervical vertebrae. A reddish yel 
extending between the lamina of 
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moth-eaten in appearance and were soft and spongy. | The 
tumor invaded the musculature of the neck and extended 
extradurally to the right anterior surface of the spinal cord. 
It extended in a thin sheet downward as far as could be seen 
and was exceedingly adherent to the dura. Complete removal 
of the mass was impossible. Postoperatively the patient 
regained considerable motion of the legs and was able to control 
the anal sphincter. 


Fig. 2.—Photomicrograph of the primary tumor (X 40). 


One month later the abdominal tumor was removed through 
a right lumbar incision. It was a firm reddish-yellow mass 
that was well encapsulated. In manipulating the abdominal 
tumor during its removal the blood pressure rose from 120 
systolic and 90 diastolic to 260 systolic and 170 diastolic, and 
it was necessary to administer an adrenolytic benzodioxan 
derivative (2-[1-piperidylmethy]]-1,4-benzodioxan hydrochloride) 
intravenously to lower the pressure to a safe level until the 
pedicle of the tumor could be ligated. 

After surgical intervention the blood pressure was main- 
tained by the use of lipoadrenal cortex extract, 2.5 cc. intra- 
muscularly every six hours, and by continuous intravenous 
drip of epinephrine solution that was titrated to maintain the 
blood pressure at 140 systolic and 90 diastolic. After stabili- 
zation of the blood pressure the postoperative course of the ~ 
patient was uneventful. He has had no further attacks of 
paroxysmal hypertension. 

COMMENT 

Calkins and Howard !* pointed out that there are 176 cases 
of surgically treated pheochromocytomas in the literature and 
that of these 15 were bilateral. Five of these bilateral tumors 
were malignant. None of the patients with malignant lesions 
had constant or paroxysmal hypertension. McGavack and 
associates '» were able to find 8 cases of malignant pheochromo- 
cytoma in the literature and noted that in none of these was 
hypertension an element. They stated that it seems important 
to emphasize not only the complete absence of hypertension in 
the malignant forms but also its failure to appear in slightly less 
than 50 per cent of the benign cases. Bauer and Belt? in 
their discussion of malignant pheochromocytomas mention the 
8 reported cases and remark on the absence of hypertension in 
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them. Hyman and Mencher ? point out that pheochromocytomas 
have been known to develop simultaneously in two or more 
sites. Phillips has reported intrathoracic pheochromocytomas.* 
Eisenberg and Wallerstein'’® commented on the concomitant 
occurrence of pheochromocytomas and other tumors and noted 
that the only significant association is with neurofibromas. 
They were able to find 9 cases of this association. In the 
present case the cell structure of the primary tumor (fig. 2) 
identified it as a malignant pheochromocytoma. Microscopic 
study of the metastatic tumor (fig. 3) proved its origin from 
the primary adrenal tumor. 

As the photomicrographs show, there were many cells with 
large irregular nuclei containing two or more nucleoli eccentri- 
cally placed. Sinusoidal spaces were frequent. In the hema- 
toxylin and eosin stain the cell cytoplasm was faintly acidophilic 
and there were occasional bluish granules. Long polyhedral 
cells varying in,size from 10 to 50 microns were seen. 


Fig. 3.- Photomicrograph of the metastatic tumor (X 40). 


SUMMARY 
A case of malignant pheochromocytoma giving rise to severe 
attacks of paroxysmal hypertension and with metastasis to the 
cervical portion of the spinal cord producing a pseudo-Brown- 
Séquard syndrome is described. 
Complete cure of the paroxymal hypertension resulted from 
removal of the primary right adrenal tumor. 


2. Hyman, A., and Mencher, W. H.: Pheochromocytoma, J. Urol. 


49: 755, 1943. 
3. Phillips, B.: Intrathoracic Pheochromocytoma, Arch. Path. 30: 916 


(Oct.) 1940. 
Patients Must Not Be Neglected.—A physician is free 
to choose whom he will serve. He should, however, respond 
to any request for his assistance in an emergency or whenever 
temperate public opinion expects the service. Once having 
undertaken a case, the physician should not neglect the patient, 
nor should he withdraw from the case without giving notice 
to the patient, his relatives or his responsible friends sufficiently 
long in advance of his withdrawal to allow them to secure 
another medical attendant.—Section 4, Chapter II of the Prin- 
CIPLES OF Mepicat Ernics of the American Medical Association. 
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Council on Foods and Nutrition 


This paper was prepared at the request of the Council ang 
is one of a series appearing in THe JouRNAL. In the near 
future the entire series will appear in book form as the Council's 
Handbook of Nutrition. 

James R. Witson, M.D., Secretary, 


NUTRITION PROBLEMS OF GERIATRIC 
MEDICINE 


EDWARD J. STIEGLITZ, M.D. 
Washington, D. C. 


Human nutrition and metabolism are fundamentally 
similar throughout the life span. The basic needs of the 
human organism required to maintain health and to 
permit normal growth and development have been 
discussed elsewhere in this series. But the process 
of aging produces change, and thus the period of 
senescence or involution presents special problems in 
nutrition just as does the more dramatic period of 
conspicuous growth, or evolution, of infancy and child- 
hood. Pediatrics made its greatest advances when it 
was realized that the child is not merely “a little man” 
but presents nutritional, chemical, structural, fune- 
tional, immunologic and psychologic attributes char- 
acteristic of his age or stage of development. A similar 
attitude is essential to comprehensive appreciation of 
geriatric medicine. Older persons are not the same as 
they were in youth or in the full bloom of physical 
maturity; they are different in many respects by rea- 
son of the changes of aging. The effects of aging are 
most conspicuous at the beginning and the end of the 
normal life span, though processes of aging are con- 
tinuous throughout life. 

Geriatric medicine, or the medical care of the aging 
and the aged,’ is not sharply defined by any arbitrary 
limits as to the age at which it should begin. It is not as 
yet a formal specialty, and it is hoped that it will not 
become one. It is essentially a point of view, or attitude 
of mind, which takes ‘cognizance of the physiologic, 
structural, psychologic, chemical, and other changes 
introduced by aging after the peak of maturity. Geri- 
atric medicine is not limited to the senile. Such would 
indeed be a sterile field. Geriatric medicine is com 
cerned with the aging as well as with those al 
aged for it is realized that far more can be accompli 
for the larger group of senescents than for those fully 
senile. In many respects the two decades from’ 40 to 
60 are the most significant; in these years of later 
maturity or early senescence we help to determine the 
future health of the aged. Geriatric medicine, to be 
fully effective, must be largely preventive medicine.” 

- Chronologic age and biologic age are not synonymous 
and are frequently widely divergent. Aging ¢ 
vary widely between different persons. Furthermore, 
aging is not symmetric within a single person. 
various phases of_ the life span certain structures 
undergo accelerated alteration as a result of age. 
mic atrophy in infancy, hypertrophy of the organs of 
reproduction at puberty and their involution at tm 
climacteric are illustrative examples. Biologic age ® 
asymmetric; no person is the same functional age 
throughout. Thus, the mensuration of biologic age @ 


1. Stieglitz, E. J.: Geriatric Medicine, ed. 2, Philadelphia, W. 
Saunders Company, 1949. LS York. 
2. Stieglitz, E.° J: A Future For Preventive Medicine, New 

Commonwealth 1945. 
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never be based on any single or simple criterion. Many 
of those in the fifth and sixth decades of life are pre- 
maturely aged; some in the seventh and eighth decade 
are mentally and physically younger than their chrono- 
logic years. Geriatric medicine must allow for much 
ter individual variation than is manifest earlier 
in life. In nutrition, as in other aspects of the care 
of aging and aged men and women, whether sick or 
well, a high degreé of individualization is essential. 


It has proved practical to assume that geriatric medi- 
cine becomes applicable at approximately 40 years of 
age, for it is at this time that the insidious, progressive 
disorders so significant in later years first become mani- 
fest. It must be kept in mind, however, that the actual 
beginnings of such common and important disorders 
as arteriosclerosis, hypertensive disease, hypertrophic 
arthritis and the like occur far earlier than their clini- 
cally detectable signs and symptoms. It is profoundly 
significant that almost all the so-called degenerative 
diseases have one characteristic in common: impair- 
ment of the nutrition of parenchymal cells.* 

Nutrition is more than diet. Proper nutrition 
includes not only the ingestion of adequate and balanced 
quantities of all necessary nutritive elements but also 
the digestion of foods in the alimentary canal, their 
absorption, transport to the tissue cells and utilization 
by the cells. Nutrition may be impaired at any one 
or more points in this chain of activities. The internal 
milieu is the medium through which the integrity of 
the tissue cells are maintained. Fibrotic changes, 
hyalinization of the matrix, accumulation of toxic mate- 
rials in the intercellular fluid and slowed transport 
are all consequences of the more common degenerative 
processes. Impairment of cellular nutrition may result 
from any one or more of several factors: (1) inadequate 
nutritional supply (such as dietary deficiencies, diges- 
tive failure, histanoxia of anemia) ; (2) inefficient dis- 
tribution (circulatory impairments); (3) ineffective 
utilization of food elements (hypoinsulinism, asphyxia, 
enzyme ceficiencies) ; (4) accumulation of injurious 
metabolic debris (such as azotemia, uric acid depo- 
sition ). 

Malnutrition may thus be endogenous as well as 
exogenous. It includes excesses as well as deficiencies, 
afact which has been unfortunately ignored by many. 
li “normal” nutrition is taken as the average or “norm” 
of apparently well persons (at least those not grossly 
or obviously ill), it may differ widely from the opti- 
mum. As health is relative and never absolute, the 
potentialities of an optimal nutritional status are still 
unrevealed. Present knowledge is inadequate for a 
comprehensive definition of optimum nutrition and/or 
optimum health; but certainly the nutrition of young 
and old alike can be vastly improved by better appli- 
tation of existing knowledge. In many respects the 

es of senescence are primarily consequences of 
cellular malnourishment. 


CHARACTERISTICS OF SENESCENT AND SENILE 
PERSONS AFFECTING THEIR NUTRITION 
Obviously it is impossible to discuss here all the many 
thanges which are consequent to the element of time in 
Much concerning the complex mechanisms and 
Processes of aging is still unknown.* We must be con- 
tent with considering but a few of the more significant 


__5. Stieglitz, E. J.: Difficulties in the Clinical Recognition of Degenera- 
tre Diseases, in Cattell, J.: Biological ond: 
are oe. Pa., Jaques Cattell Press, 1945. 
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aspects of aging which affect nutrition in the second 
forty years. 

Individual Variation—An_ increasing divergence 
among persons occurs with advancing age. * We are 
today what we are largely because of our yesterdays. 
The older we become the more yesterdays have affected 
us. No two persons experience the same injuries, 
intoxications, infections, nutritional insults, fatigues or 
emotional traumas. As these inevitable vicissitudes of 
existence are never identical in character, in severity 
or in sequence, older persons become increasingly 
divergent. Thus, it is essential that there be indi- 
vidualization in analysis of the nutritional status and 
in any diet therapy. Generalizations are dangerous. 

Some of the individual variations result not only 
from physiologic changes affected by the mode of living 
but also from insults and injuries. Many of the injuries 
which are acquired in the course of a lifetime are 
unavoidable and, in fact, may be actually desirable. 
Certain injurious experiences are necessary for the 
development of powers to protect us from more serious 
damage. Nevertheless, every toxic, psychic or trau- 
matic injury leaves some residue of scarring behind. 
The detriment may or may not be apparent. More 
frequently it is not. Every transient infection affects 
the parenchymal tissues during the febrile state, though 
one may not see the cloudy swelling which occurs at 
that time. The cumulative effect of these many and 
varied insults is considerable, particularly in older per- 
sons. Actually it is impossible, even for pathologists, 
to distinguish with any degree of precision what struc- 
tural changes in old age are due to aging per se and 
what are consequent to accumulated injuries.‘ Thus, 
it is often extremely difficult to differentiate the origin 
of observed clinical phenomena in older patients. 

Evidences of disordered function may be due to 
preexistent disorders or to acute maladies superimposed 
on a previous asymptomatic impairment. In this con- 
nection, geriatric medicine stands in the sharpest con- 
trast to pediatrics, for the pediatrician has the right 
to assume that prior to an acute illness the child was 
fundamentally well and that therefore all the symptoms 
and signs observed are due to the acute disorder. In 
geriatric medicine one must assume exactly the opposite, 
that prior to an acute illness the patient was not fully 
healthy and that many of the evidences of disturbed 
function may be due to preexistent conditions. In 
many instances these preexistent factors are intimately 
related to nutrition. Because of the element of long 
duration, lesser defects in dietary habits become signifi- 
cant. It is but logical to assume that minor and ill 
defined deficiency states are much more frequent in the 
later years than they are in youth. 

It must not be assumed, however, that senescence 
implies only decline in functional capacity. Where 
some functions diminish, others are improved. The rate 
of change of various structures and functional capacity 
varies considerably in different persons and in the same 
person. It is characteristic that in older men and 
women the phenomena of disease or of altered function 
or of reaction to conditions of stress and/or injury are 
much less conspicuous than.in young persons. In geri- 
atric medicine one must be constantly alert to detect 
and interpret the significance of subtle and minor varia- 
tions. If one waits until symptoms are obvious, it will 
usually be too late to accomplish as much as should 
have been accomplished.® 


5. Stieglitz, E. J.: Therapy of the Aged, M. Ann. District of Columbia 
17: 197 (April) 1948; Geriatries, J. Gerontol. 1: 153 (April, pt. 1) 1946, 
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Factors Affecting Absorption and Transportation of 
l’oods.—Certain changes in the alimentary canal and its 
ancillary structures are significant in the problems of 
nutrition in later years. Loss‘of teeth interferes with 
proper mastication; an inability to chew properly may 
so reduce the tolerance to certain types of foods that 
important items are deleted from the dietary. Fre- 
quently it is possible to correct so-called irritable bowel 
by insistence on proper dentures. Because of painful 
or missing teeth, older persons frequently choose only 
the softer foods, which may lead to difficulties with 
constipation. 

The secretion of digestive enzymes and hydrochloric 
acid by the stomach and the intestinal canal diminishes 
with advancing age. In the eighth and ninth decades 
an almost conyplete achylia is usual. The secretion of 
trypsin and pepsin is likewise diminished. The actual 
volume of all the alimentary secretions is lessened. 
Therefore, considerable interference with the digestion 
of foods is to be anticipated. Chronic cholecystitis or 
impairment of function without active inflammation 
interferes with the utilization of fats; their ingestion 
may account for considerable flatulence and discomfort. 
In such circumstances, unless the diet be fortified with 
the fat-soluble vitamins from sources other than the 
natural fats, a deficiency due to spontaneous avoidance 
of fatty foods is not at all unusual. Atrophy of the 
alimentary mucosa with diminished vascularity makes 
the senile bowel more vulnerable to trauma and may 
impede absorption. Diminished secretion of mucus, 
which normally serves as a lubricant in the lower intes- 
tinal canal, contributes to the tendency to impaction 
and constipation. Because of interference with absorp- 
tion, it is often desirable to prescribe larger quantities 
of specific food substances indicated to replace defi- 
ciencies than would be theoretically necessary. With 
inefficient absorption one must allow for wastage. 

Transportation of absorbed food elements from the 
intestinal canal to the tissues is often adversely affected 
by the changes in the circulatory apparatus which are 
common with advancing age. Cardiac inefficiency, with 
resultant hypostasis, reduces the supply of oxygen to 
the tissue cells as well as interfering with the removal 
of metabolic debris. Oxygen inadequacy may be 
regarded as a special type of nutritional deficiency. 
Arteriosclerotic changes roughly parallel advancing age 
in man. However, arteriosclerosis may occur in per- 
sons as young as 35 to 40, and it must not be assumed 
that vascular depreciation is an inevitable concomitant 
of age. Age per se is a contributing and not the pri- 
mary factor in the development of arteriosclerosis. 
That nutritional factors play a significant role in the 
causation of this common and most important disorder 
is unquestioned, though thus far there is much con- 
fusion of the interpretation of clinical and experimental 
observations. The concept that a liberal protein intake 
contributed to this disorder is no longer valid ; Eskimos 
living almost solely on animal tissue and therefore on 
a very high protein diet do not show any increased inci- 
dence of either renal or vascular disease. Fat has been 
considered a potential cause of arteriosclerotic change, 
but this has not, as yet, been established in man by con- 
trolled observations. There is evidence that a high 
fat intake in the diabetic person contributes to the 
premature development of arteriosclerosis. However, 
diabetes is a general metabolic disorder ; recent obser- 
vations have indicated that in diabetic patients main- 


6. Steiner, A., and Domanski, B.: Serum Cholesterol Level in Coronary 
Arteriosclerosis, Arch. Int. Med. 71: 397 (March) 1943. 
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tained on balanced normal diets arteriosclerotic 
is much more rapid than in nondiabetic persons.’ 


Hypertensive arterial disease interferes most decid- 
edly with the nutrition of the tissue cells. It must be 
emphasized that distal to arteriolar constriction the 
circulation is impaired. Capillary stasis creates local 
impairment of nutrition and the oxygen supply. Dimin- 
ished capillary permeability may add to impaired renal 
efficiency in enhancing accumulation of detrimental 
metabolic debris in the tissue interstices. The gradual 
diminution of renal efficiency, not necessarily to the 
point of renal decompensation and therefore the devel- 
opment of clinically obvious uremia, makes imperative 
the desirability of a liberal fluid intake in later years, 
It is more work for the kidneys to secrete a small 
volume of highly concentrated urine than a larger 
volume of dilute urine. The chronically impaired kid- 
ney of later maturity, whether due to the vascular 
changes common with aging or to previous nephritis, 
requires a larger fluid intake and therefore larger 
urinary output in order to eliminate the metabolic 
debris adequately... The concept that a liberal intake 
of water in one form or another is hazardous because 
of the strain assumed to be placed on the aging myo- 
cardium is no longer valid.’ 

Metabolic Factors: With normal aging, there is a 
gradual diminution in the homeostatic efficiency of the 
organism. This impairment may be accelerated by 
accumulated injuries of previous disease. [t is well 
known that the internal milieu of the organism remains 
nearly constant throughout the life span and the ranges 
of almost all the so-called physiologic constants, such 
as temperature, pulse rate, concentrations in the blood 
of glucose, protein, calcium and the like, are about the 
same at age 80 as at 8. Nevertheless, the ability to 
maintain such constancy depreciates with advancing 
age. Tolerance for stresses of all sorts is diminished; 
older persons do not adjust as well as younger adults 
to extremes of temperature and dehydration, to starva- 
tion, to excesses in carbohydrate intake and the like. 
The early lowering of efficiency is revealed only by 
observation under conditions of stress. 

Because the glucose tolerance test creates physio- 
logic stress, it is particularly valuable in the evaluation 
of health in later years. The curve obtained im the 
glucose tolerance procedure in older persons frequently 
resembles that seen in younger diabetic patients. The 
aging person does not respond well to a rapid absorp 
tion of glucose.’® Similarly, the older person does net 
tolerate a lowered blood sugar content, whether the 
result of starvation or of hyperinsulinism. Soon after 
the introduction of insulin into the management of 
diabetes mellitus it was observed that elderly diabetic 
persons, when precisely controlled to maintain a pet 
fectly normal blood sugar at all times, frequently had 
circulatory difficulties. A low blood sugar content (and 
this may not be so low as to be below the average 
normal range but only relative for the individual) may 


7. Richardson, R., and Bowie, M. A.: Diabetes Mellitus as Observed 
in One Hundred Cases for Ten or More Years, Am. J. M. Se. 988% 
(Jan.) 1945. Kimmelstiel, P., and Wilson, C.: Intercapillary 
the Glomeruli of the Kidney, Am. J. Path. 12:83 (Jan.) 1936. Laie 
T. C.; Ejitzen, O., and Dutra, F. R.: Intercapillary Glomerulosclerosss. 
Arch. Int. Med. 742354 (Nov.) 1944. Goodof, I. 
Glomeruloselerosis, Ann. Int. Med. 22: 373 (March) 1945. Fishbein, 
8. Stieglitz, E. J.: Abnormal Arterial Tension, edited by M- 

New York, National Medical Book Company, Inc., 1935. 

9. Schemm, F. R.: A High Fluid Intake in the Management of BAS 
Especially Cardiac Edema: I. Details and Basis of Régime, Ann, Iai ey 
17:952 (Dec.) 1942; If. Clinical Observations and Data, iid 
(Dec.) 1944. Stieglitz. 

10. Smith, L. E., and Shock, N. W.: Intravenous Glucose 
Tests in Aged Males, J. Gerontol. 4:27 (Jan.) 1949. 
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induce episodes of acute angina pectoris.* Glucose is 
a major source of cardiac energy.” 

Similarly, the older person does not tolerate dehydra- 
tion or very rapid introduction of fluids. The acid-base 
balance is likewise less well maintained. With aging 
there develops an increasing inability to handle excesses 
of alkali; excesses of acids are more efficiently disposed 
of because the normal physiologic mechanisms of the 
organism are prepared for the riddance from the body 
of acid substances. It was demonstrated years ago that 
the early Sippy ulcer management with sodium bicarbo- 
nate not infrequently induced alkalosis in elderly 
patients.“ The ill consequences of hypoproteinemia in 
causing edema, poor wound healing, retarded bone 
healing, decreased resistance to generalized infection 
and the !'ke are much more marked in older persons."* 
The maintenance of plasma protein is an absolute 
necessity.’ 

In ma, the basal metabolic rate appears to diminish 
with age. This is not the case with dogs or with rats, 
as demonstrated by extensive experimental studies. In 
some re pects, the diminution in metabolic rate with 
advancin. age in man is unique, for it is the only 
physiolo. c constant for which we make correction for 


age in t!. calculation of normal levels. It still remains 
to be « nonstrated whether this decline in caloric 
utilizati and oxygen consumption with advancing age 


is neces. rily desirable. Just because it occurs in the 
majority -ertainly does not prove its desirability. We 
know th. most persons tend to gain weight after their 
full mat rity, but recent studies prove that this gain 
is undes able and affects longevity adversely. How- 
ever, fro: : the clinical point of view, the fact that the 
basal rate does decline with age and that this diminution 
is of considerable magnitude is important, because the 
older person’ needs less calories, even if continuing to 
be active. It is possible that the change in thyroid 
activity, as indicated by the changes in basal metabolic 
rate, affccts cholesterol metabolism and thereby may 
lay a role in the devolpment of arteriosclerosis.'* 
Further study in the interrelationship of thyroid activ- 
ity, arteriosclerosis and cholesterol metabolism is 
needed. .\t the present the data are too confusing to 
warrant final interpretation. 

Impaired uri¢ acid metabolism increases in frequency 
with age. Gout is by no means limited to the elderly 
and has been reported in extreme youth, but its fre- 
quency definitely increases after the peak of maturity. 
Thus far there have not been developed any generally 
applicable clinical tests for measuring the ability of the 
organism to handle known amounts of purines. But 
when and if a clinical test procedure is developed, we 
may anticipate observations indicating a gradual decline 
m ability to utilize purines without accumulation of 


ll. Smith, F. M.; Gibson, R. B., and Ross, N. G.: Diet 
a Cardiac Failure, J. A. M. A. 88: 1943 (June 18) 1927. Middle- 
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Soskin, S.; Katz, L. H.; Strouse, S., and Rubinfeld, S. H.: Treatment of 


in the Treat- 


9 M.: Glucose ficiency as a Factor in 

an action of Symptoms Referable to the Cardiovascular System, Am. 
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uric acid with advancing age. ,Acute episodes of gout 
are precipitated by less and less noteworthy indiscre- 
tions as the gouty patient ages. 

Variations in mineral“metabolism with age are not 
fully understood. Loss of calcium and phosphorus, 
as a result of alimentary disturbances in the aged, appar- 
ently are factors in the characteristic atrophy of bone 
seen in the senile person. Steindler stated ** that one 
of the most common causes of inadequate utilization of 
ingested calcium is lowered gastric acidity and hepatic 
and pancreatic insufficiency, so frequently seen in the 
aged. The immediate result of these deficiencies is 
reduced fat absorption with the inability to absorb the 
fat-soluble vitamin D essential for the absorption and 
utilization of ingested calcium. Recent experimental 
studies have indicated that in older animals it is 
extremely difficult to maintain calcium balance.’’ These 
observations are also confirmed by recent studies of the 
nutritional status and requirements of 100 women 40 
to 75 years of age.’* The dietary calcium require+ 
ments of older women appear to be higher than stand- 
ards proposed for 

Habits: Habits, good, bad or indifferent, are acquired 
and fixed by repetition over a period of time. Duration 
is an absolute requisite. Thus age is a significant ele- 
ment in habit formation. Habits of eating play a most 
significant role in nutritional problems. Habits are 
probably one of the greatest obstacles in the path toward 
obtaining an optimum diet by the majority of persons.*° 
Habits may last longer than life itself, for they may 
be transmitted from one generation to the next. It is 
extremely doubtful, for example, whether obesity is 
primarily an inherited characteristic in the purely 
genetic biologic sense. The child who grows up in a 
family where the parents are obese by reason of over- 
eating acquires the habit of eating excessively. The 
longer habits have been indulged in the more rigidly 
they become fixed.*' 

Dietary habits are affected by many elements. Cost 
of food is often the most significant factor. Secondly, 
the ease of preparation is significant for older persons, 
particularly when they have to prepare their own foods. 
The elderly are prone to rely largely on packaged 
foods, and particularly on bakery goods, and conse- 
quently often develop an asymmetric dietary. The 
tendency of older persons is to eat excessive amounts 
of carbohydrate and insufficient protein.'* The ease 
with which food is consumed plays a role in selec- 
tion of the diet of an older person. As _ previously 
mentioned, inadequate dentures tends to limit the diet 
to softer foods. 

Psychologic Factors: Psychologic factors play an 
important role in the determination of a proper dietary. 
Anxieties, especially if long continued and habitual, may 
lead either to a serious anorexia or to excessive con- 
sumption of foods, with obesity as a consequence. 
Anorexia is not uncommon when “the will to live” is 
weakened by long distressing illness and disablement. 
In such circumstances small Senpsiens feedings are often 
much better tolerated than larger meals. Where the 
appetite is poor, one of the most important considera- 
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tions is that the food supplied be “easy to eat.’’ Patients 
will sometimes refuse a delicacy such a8 a squab but 
eat a simple hamburger, because the latter is already 
ground up and requires a minimum amount of effort 
for consumption. Such persons are not interested 
enough in eating to take the trouble to pick the meat 
off a squab. Considerable food can be introduced in 
the beverage form if the appetite is extremely poor. 
Frequently, liberal amounts of the vitamin B complex 
are given in an attempt to encourage the appetite in 
such circumstances. 

In the middle years of senescence or later maturity 
obesity is a much more frequent problem than under- 
nutrition. It must be remembered that both are forms 
of malnutrition. - Anxiety or discontent is at the back 
of most instances of overeating. Eating may be an 
escape mechanism; it is a source of considerable physi- 
cal pleasure and permits the individual to find calm 
because digestion and a full belly induce drowsiness and 
lessened awareness of annoyances.” 
cents survive to become senile." 

Occasionally one sees a truly aged patient who gives 
a history that for many years he or she has lived on 
an outrageously unbalanced diet which should, accord- 
ing to our more recent scientific knowledge, have led 
to serious nutritional deficiencies. Nevertheless, the 
mere fact of survival to ripe senility is convincing evi- 
dence that perhaps the scientifically illogical diet 1s not 
as bad as we might think. The habits of the aged are 
to be respected; experience may have taught them 
what they as individuals can tolerate. The characteristic 
of individual variability increasing with the years must 
never be forgotten. It is important not to insist on 
abrupt changes in habits of aged patients. Unwise habits 
can be modified slowly, but sudden and radical changes 
in the mode of life are physically upsetting as well as 
emotionally disturbing. Furthermore, if the advice 
regarding dietary habits is too restricted or too much 
at variance with the established mode of life, the patient 
will not follow the therapeutic suggestions and nothing 
whatever is accomplished. 


SPECIFIC NUTRITIONAL NEEDS 


Not all the specific nutritional needs of older persons 
are known. Basic nutritional requirements are essen- 
tially similar to those of a younger adult, with certain 
modifications introduced by aging and chronic metabolic 
disorders. By grouping the important nutritional ele- 
ments, the discussion of specific nutritional needs may 
be facilitated and clarified. 

Water —The habit of ignoring water as an element 
of diet is to be deplored. Unfortunately, in many dis- 
cussions of nutrition, consideration of water is omitted. 
Yet of the total weight of the human body, some 70 per 
cent is water. The intracellular water is about 50 
per cent of the total body weight and the extracellular 
fluid about 20 per cent. Though the over-all volume 
of this fluid is relatively constant, water is being utilized 
in various ways and is thus in a state of flux. The 
magnitude of this utilization is impressive. It has been 
estimated, for example, that in twenty-four hours there 
are from 500 to 1,500 ml. of saliva secreted, from 
1,000 to 2,500 ml. of gastric juice, from 100 to 400 ml. 
of bile and from 700 to 3,000 ml. of intestinal secretions. 
Furthermore, Smith has presented data to indicate 
that as much as 170 liters of water are filtered from the 
plasma in twenty-four hours by the kidneys. Of course, 


22. Smith, H. W.: The Physiology of the Kidney, New York, Oxford 
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most of this is reabsorbed by the convoluted tubules, 
Even relative dehydration can have profoundly deleteri- 
ous consequences. Excessive ingestion of water is rare. 
The ability of the organism to eliminate excesses of 
water is far greater than its ability to conserve fluids 
when an adequate intake occurs. 

Practically all water is normally obtained by the oral 
route. Some water, of course, is derived from foods 
which are not liquid at the time of their ingestion, 
However, the water derived from solid elements of the 
diet should not be calculated as far as the water intake 
is concerned, because the insensible loss of fluid through 
respiration and continuous perspiration exceeds that 
which is obtained from this source.** The total intake 
of beverage fluids should be such that the twenty- 
four hour urinary volume is a minimum of 1,500 ml. 
In hot weather this may mean a fluid intake of 3 liters 
or more, but in ordinary cool weather, with moderate 
activity, an intake of approximately 2 liters is optimum. 
In the older person it may be desirable that the fluid 
intake be spaced, with small amounts taken at relatively 
frequent intervals rather than large quantities at any 
one time. In these circumstances there is less strain 
on the absorptive mechanism of the intestinal canal and 
on the circulatory distribution of the fluid. Persons 
who, because of a cystocele or prostatic obstruction, 
are bothered with nocturia should avoid consuming the 
major portion of their fluids in the latter part of the 
day. Many older individuals complain that they do not 
“like” water. It is feasible for them to consume 
flavored beverages, such as ginger ale, tea, either hot 
or cold, coffee, soups, fruit juices and the like. It is 
not difficult to make fluids interesting to the palate. 

Edema, whether due to nephrosis or to cardiac 
incompetence, does not justify the radical restriction of 
water to a minimum. Edema fluid is toxic." Edema 
will accumulate whether water be ingested or not. Dur- 
ing the subsidence of edema, whether spontaneously 
or from diuretic medication, it is important to cover 
this diuresis. with an adequate water intake else the 
patient becomes severely intoxicated by the liberation 
of toxic metabolic debris which has accumulated in the 
edema stored in the tissues. Many times the cardiac 
invalid is more severely ill and in greater jeopardy 
during the subsidence of anasarca than during its 
accumulation,** 

In extremely hot weather not only is an increased 
amount of water a necessity but also additional intake 
of sodium chloride. Additional salt should be given at 
meals and not as a separate item. The studies of the 
Army indicate that approximately 12 Gm. of salt 8 
required for those in hot climates working at sedentary 
occupations. Those working hard for eight hours daily 
require 24 Gm., but such quantities would rarely 
to older persons. 

Calories —The detrimental! effects of obesity in the 
later years of life can hardly be overemphasized. Extenm- 
sive actuarial studies of the effects of abnormal weight 
on expected mortality in persons otherwise no 
reveal that those 15 to 24 per cent overweight preset 
a mortality of 144 per cent of that expected and those 
25 per cent or more overweight show a mortality of 
174 per cent of the expected rate. In the presence 
of cardiovascular disease, the hazards of overweight are 
even more marked. If the death rate of cardio 
patients of normal weight is taken as 100 per cent the 
Springheld, Lily Charles @ Thomas, Publisher, 1938, 
Statice, E. J.: Cardiac Failure, Ann. Int. Med. 61406 
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mortality rate for those overweight is found to be 162 

cent of normal, whereas for those underweight the 
death rate is only 77 per cent. Similar consequences 
occur when obesity complicates diabetes mellitus. The 
mortality from diabetes mellitus is increased to 250 per 
cent over that which occurs in those of normal weight 
when obesity is a factor.” 
’ Obesity is almost invariably due to an excessive con- 
sumption of calories.** Though glandular disturbances, 
including those of the climacteric, have been blamed 
for many instances of obesity, the fact remains that 
overweight persons eat more than they require. It is 
doubtful if more than 1 per cent of instances of obesity 
in later years are attributable to endocrine disorders. 
The control of obesity involves two points of attack: 
(1) prescription of a dietary with sufficient calories 
to maintain vigor and activity but less than that which 
is required to maintain the excessive weight and (2) 
the contro! of appetite so that this diet may be followed 
for sufficient time to permit of reduction to normal 
weight. In the adjustment of the diet, the major restric- 
tions in calories should be in carbohydrates and _fats. 
Proteins should not be limited and are often best 
increased. Control of the appetite is often greatly 
assisted with the oral administration of 5 mg. of dextro- 
amphetamine approximately fifteen minutes to one half- 
hour before meals. No detriment has been observed 
from the utilization of this drug.*® Exploration of the 
psychologic factors responsible for the excessive appe- 
tite is an important factor in the treatment of obesity.** 
Thyroid substance is rarely indicated. The indiscrimi- 
nate prescription of thyroid preparations is most unwise 
and has resulted in unnecessary injury. Not infre- 
quently administration of thyroid increases the appetite 
excessively, thus making weight reduction more 


difficult. 


It is extremely important that weight reduction in 
persons in the second forty years be gradual. A weight 
loss of approximately a pound (0.5 Kg.) a week, or 
amaximum of 5 pounds (2.3 Kg.) a month, is as rapid 
a is usually advisable. However, it must be kept in 
mind that with the gradual reduction of approximately 
) pounds a month, it is possible for the patient to lose 
® pounds (27.2 Kg.) within the year. The reasons 
for insisting on a gradual, long term program of weight 
reductions are several. In the first place rapid weight 
losses are usually quickly gained because patients do 
not change their habits of eating. Gradual weight 
reduction permits of the development of new eating 
habits. At the end of six months or a year of dietary 
control the person does not tend to regain the weight 
lost. Secondly, with slow but persistent reduction the 
patient does not complain of a sense of weakness or 
exhaustion. Wrinkling of the skin is avoided by slow 
slimming. ‘This is important to middle aged and elderly 
ilike. Weight reduction in the mature adult requires 
patience and persistence on the part of the physician 
& well as of the patient. “Education and constant 
‘ncouragement, however, can accomplish much.** 

Proteins —The elderly are prone to suffer from pro- 
tein deficiency more than from any other form of defi- 
sency."® Inadequacy of protein is a significant factor 
Pathogenesis of tissue wastage, anemia and 
“ma.” Mild deficiencies may be manifested primarily 
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by a sense of habitual fatigue. Plasma protein determi- 
nations on blood from older persons frequently reveal 
a moderate degree of insufficiency. It is not difficult to 
determine the degree of protein deficiency of the serum 
protein concentration. Normally, the serum protein 
should be about 7 Gm. per 100 ml. To illustrate the 
calculation necessary to determine the total protein 
deficiency we may take as an example an instance 
wherein the serum protein is 5 Gm. per 100 ml. This 
represents a deficit of 2 Gm. per 100 ml. of serum. 
The plasma volume is 5 per cent of the total body 
weight. Thus, if the patient weighs 70 Kg. (154 
unds), we know that the plasma weighs 3.5 Kg., or 
is approximately 3,500 ml. in volume. Therefore, a defi- 
ciency of 2 Gm. per 100 ml. multiplied by 35 equals a 
total deficit of 7) Gm. in plasma protein. For each 
gram of plasma protein reduced from the normal it is 
estimated that there exists a 30 Gm. depletion of the 
tissue protein reserves. Therefore, 70 times 30 equals 
2,100 Gm. as the depletion of tissue protein. Thus, 
the total protein deficiency is 2,170 Gm. If the deficit 
is to be restored, it is necessary that a total ingestion 
of something over 2,000 Gm. of protein be added to the 
usual daily requirement of 1 Gm. per kilogram per day. 
These 2 Kg. of additional protein may be spread over 
as many days as is deemed advisable in making up the 
deficiency. 
. Unfortunately, the majority of older persons dislike 
or resent the prescription of milk. Milk is not only 
a valuable source of protein but also a major source 
of calcium. Skim milk may be preferable to whole 
milk as a source of extra protein, especially if one 
wants to avoid increasing the fat intake. Dried skim 
milk preparations, particularly those fortified with addi- 
tional iron and vitamins, are of considerable value in 
the maintenance of good nutrition in the senile person. 
Other significant sources of protein are cheese and 
lean meats. Nuts are relatively poorly tolerated by the 
majority of older persons, particularly if they are not 
properly chewed. The value of eggs in the dietary of 
the older person is open to question at the present 
moment because of the controversy concerning the 
hazards of cholesterol ingestion. 


The role of nutrition, and particularly of adequacy 
of protein, in-the preoperative and postoperative care 
of the elderly is extremely important.** In acute surgi- 
cal emergencies, intravenous administration of hydro- 
lyzed amino acids is entirely justified and often 
invaluable, but in the long term nutritional problem 
of protein depletion in older persons, protein hydrol- 
ysates are largely unnecessary. Almost all the protein 
hydrolysates prepared for oral administration are so 
extremely unpalatable that it is difficult, if not impossi- 
ble, for the patient to continue their ingestion over a 
long enough period and in sufficient quantities to be 
fundamentally beneficial. There is no reason whatever 
why the usual protein foods, such as milk products, 
cannot be employed to maintain adequate protein intake. 
~ The metabolic requirements of the older person are 
similar to those of a younger person, namely, a mini- 
mum of 1 Gm. of protein per kilogram of body weight 
per day. «However, many elderly patients are in a 
state of negative nitrogen balance, and ingestion of 
2 Gm. of protein per kilogram of body weight may be 
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necessary to produce a positive balance. On such a 
liberal protein intake, a positive balance may be main- 
tained for as long as a year, showing the extent of the 
previous tissue protein depletion.” Any loss of protein 
through persistent proteinuria demands compensatory 
increase in the protein intake. 

Carbohydrates—The hazards of either excessively 
high blood sugar levels or reduction of the blood sugar 
to below optimum levels in the older person have been 
mentioned previously. Adequate carbohydrates to bal- 
ance the diet and, of course, appropriate restrictions 
for the diabetic patient are in order. 

Fats.—The controversy as to whether arteriosclerosis 
and fatty degeneration of the liver, both conditions 
likely to be encountered with advancing years, are 
due in any respect to a diet excessively rich in fats and 
cholesterol is still unsettled. There are those who main- 
tain that high fat diets contribute decidedly to the 
jormation of arteriosclerotic change. The low incidence 
of arteriosclerosis in the Chinese and the decrease in 
incidence of this disorder in Germany during the years 
of fat shortage following World War I are considered to 
he significant in this connection.”” On the other hand, 
studies in the relationship of prolonged increases of 
cholesterol in the diet to the incidence and severity of 
coronary arteriosclerosis indicate that there was no 
parallelism between the two. The nutritional role of 
cholesterol in the genesis of human atherosclerosis is 
of doubtful significance.*' There is, however, no doubt 
that there exists a relationship between obesity, which 
may be due to the excessive ingestion of fats as well 
as of other sources of calories, and the incidence and 
severity of atherosclerosis.” 

Recent experimental work with animals has shown 
that certain types of fatty liver cirrhosis are affected 
hy a faulty diet and prevented to a large extent by 
adequate amounts of dietary choline or the milk protein 
casein.” In addition to choline, methionine and inositol, 
are significant factors in the metabolism of cholesterol. 
These agents may assist decholesterolization. It has 
heen reported by Herrmann that inositol in doses of 
2 Gm. per day tor twenty-five to thirty days reduced 
the cholesterol and cholesterol esters as much as 14 
per cent. 

It is becoming increasingly evident that there exists 
a close relationship between high serum cholesterol 
levels and coronary arteriosclerosis.*° Morrison has 
reported that the cholesterol content of coronary arteries 
in patients who died from acute coronary occlusion and 
myocardial infarction is often four times as great as the 
average cholesterol content of coronary arteries of con- 
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trol patients of comparable age.** It is the considered 
opinion of many cardiologists that the greatest hope 
of preventive measures in the area of arteriosclerotic 
heart disease lies in the nutritional control of cholesterol 
metabolism. 

The full significance of inositol and other lipotrophic 
enzymes is as yet undetermined.” The role of thyroid 
activity in connection with cholesterol metabolism 
cannot be ignored. This whole area of nutritional 
research is advancing so rapidly that concepts cannot 
be crystalized sufficiently to permit of sound, confirmed 
clinical recommendations at the present moment. 

Minerals —Most of the minerals required by the 
are available in ample quantities. However, both 
cium and iron are frequently deficient. Not only is 
calcium frequently madequate in the diet of elderly 
persons, in part because of their dislike for milk and 
milk products, but it has been demonstrated that the 
older organism ‘has difficulty in the absorption and 
utilization of calcium.** Clinical studies have shown 
also that it is more difficult to maintain calcium balance 
in older persons.’” The major food sources of calcium 
are milk, cheese, ice cream, green vegetables and 
legumes. As time is an extremely significant element 
in the development of gradual and insidious ceficiencies 
in nutrition, it may require a considerable period to 
restore calcium balance in older patients who have been 
gradually depleting their reserves over many years. 


~The patient should be made aware of the inevitable 


slowness of correcting long-standing deficiencies. 
The recommended allowance for iron for an adult 
is approximately 12°mg. per day. Habitual intakes 
below this level are extremely common. Moderate 
anemias are almost the rule in elderly persons. It does 
not suffice in these instances to encourage an increased 
intake of milk, for milk is ordinarily deficient in iron, 
though an extremely valuable food in other respects. 
One dried milk preparation has been fortified with the 
addition of iron so that this deficiency is corr 
Clinical experience reveals that a great majority of 
elderly persons require supplemental administration 
iron salts of one form or another.** 
Vitamins.—Because the role and importance of the 
various vitamins in human nutrition have been dis 
cussed elsewhere in the present series, this discussion 1s 
intentionally brief. Of particular interest to those 
whose problem is the nutrition of the elderly is the 
fact that low grades or minor degrees of vitamin 
ciency can be assumed to be the rule rather than the 
exception. Slight inadequacy of intake over a long 
riod or excessive utilization because of recurrent 
infectious and intoxications or impairment in absorption 
may all contribute to chronic vitamin inadequacy. 1 
has been shown * that liberal additions of the vitamin B 
group and ascorbic acid to the dietary of older persaas 
can make for great improvement in general vitality a 
vigor. In most instances of such deficiency states ® 
elderly persons there exists a general inadequacy 
than insufficiency of any one element. The importance 
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of folic acid, as well as iron, in the maintenance of an 
adequate hemoglobin content in elderly patients must 
not be forgotten.Rarely is the diet so specificially 
asymmetric that there is a gross and conspicuous defi- 
ciency of one item without depletion of the other 


elements. 

Vitamin supplementation through special prepara- 
tions or, in severe cases, by the use of parenteral 
injection may be necessary in addition to a well planned 
adequate diet. Some studies indicate that the aged 
require a larger vitamin intake than the average normal 
adult," whereas other investigations ** have revealed no 
particular difference in requirements. Because of diffi- 
culties ‘» absorption and utilization, it is felt that the 
usual normal intake for an adult can well be doubled 
for those in later maturity or in actual senility. The 
balance between the various vitamins should be pre- 
served at approximately the usually recommended level. 
There is great need for extensive studies of the specific 
requirenient in later maturity. 

Bulk The older bowel as well as that of the younger 
person requires an adequate amount of soft bulk in 
order tc prevent constipation and the development of 
hard dr stools. “The senile intestinal mucosa does not 
tolerate ~oughage. The roughage from bran and the 
scratchy fibers of items such as celery and hulls of 
corn mt. i be distinguished from soft bulk. Frequently, 
the sim) lest method of explaining this distinction to 
patients . to point out that any fruit or vegetable which 
can be strained through a colander will contain no 
roughage. though such foods need not be actually 
pureed. Major vegetable sources of soft bulk are the 
roots, such as beets, turnips, parsnips, carrots and the 
leaves, such as spinach, lettuce, cauliflower, brussel 
sprouts «nd broccoli. The stalks, such as celery and 
thubarh, are rather too rough for many aged bowels. 
The sees, peas and beans ofter little bulk, though their 
nutrient value is unquestioned. Corn is in most 
instances iar too irritating. Control of the bulk in the 
diet, as well as all other items, must be highly indi- 
vidualize| in geriatric nutrition. 


Accessories —Excesses of condiments and _ spices, 
particularly those which are prone to burn the tongue, 
such as pepper, mustard, horseradish, Worcestershire 
sauce and chili con carne, are undesirable for aged per- 
sons hecause not only are they irritating to the intes- 
tinal tract but they contribute to vascular and renal 
iritation.~ 

The importance of an adequate fluid intake has 
already been emphasized. Coffee and tea are not contra- 
indicated except in specific illnesses or idiosyncrasies. 
Recent studies have indicated that the administration of 
coffee throughout the life span of experimental ani- 
mals has no ill effect whatsoever.*® Frequently, the 
desirable morning diuresis and stimulation of caffeine 
is highly profitable to the older persons. When insom- 
ma is a problem, caffeine in any form late in the day 
8 to be discouraged. The habits of the aged are to be 
Tespected. 

Perm is a vasodilating substance. It is of con- 
SMerable assistance in the management and control of 
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arteriosclerotic change in elderly persons.** In my 
opinion the judicious use of whisky or other spiritus 
liquors is therefore indicated in the management of 
many aged patients. ‘ Alcohol in moderation supplies 
quick fuel, relaxes tensions and tends to increase the 
appetite. A glass of wine or a highball before dinner 
and another at bedtime is often most constructive in 
increasing vigor and endurance in the elderly. 


SUMMARY 


Science is not static. Our knowledge of nutrition 
and understanding of gerontology, or the science of 
aging, are advancing rapidly.** Geriatric medicine is 
daily learning more and more about the changing 
capacities and limitations, and therefore needs, of aging 
men and women. With every increment in knowledge 
certain concepts must be revised and some discarded. 
Thus, the conclusions and suggestions presented here- 
with are to be considered tentative and open to revision. 
However, while we discover new facts we must use 
our existing knowledge as effectively as possible, even 
though we know it to be incomplete and _ tentative. 
It is comforting to keep in mind that awareness of 
ignorance is a necessary prelude to learning. 

The essentials of good nutrition in geriatric medi- 
cine must include consideration of the following 
principles : 

1. Moderation. Excesses are as undesirable as defi- 
ciencies. Both induce malnutrition. It is often most 
helpful for older persons to eat small quantities fre- 
quently rather than to attempt large meals. 

2. Individualization. Individual variation increases 
with advancing years. Generalizations and routine 
dietary programs are unwise. Many variable factors, 
such as digestive and circulatory efficiency, habits, den- 
tures and the like, affect the prescription of diet in the 
elderly. 

3. Water. The importance of an adequate fluid 
intake must never be forgotten. 

4. Maintenance of hemoglobin content. Anemia, 
even if minor, is immensely more significant in later 
years than in youth, for the ability to compensate for 
inadequacy declines. In the presence of any circula- 
tory handicap (arteriosclerosis, hypertension or cardiac 
impairment) the quality of the circulating medium 
assumes a role of major importance. Optimum hemo- 
globin concentrations should be the objective; the 
average does not suffice. 

5. Balance in dietary is as important here as at any 
age. Asymmetry in utilization, however, may alter 
the optimum proportions of various elements in contrast 
to the usual standards for young adults. Protein, iron 
and calcium are the elements most likely to be inade- 
quate in spontaneously selected dietaries among the 
aged. 

6. The focus of attention must be on the person 
rather than on his disease or diseases. The human 
being is indivisible; psyche and soma are one. Insulin 
does not suffice for the anxious diabetic patient, nor 
does equanimity come to the exhausted anemia patient. 
An attitude of constructive prophylaxis is essential to 
effective geriatric medicine. The primary objective is 
the construction of health to as near the optimum as 
possible. Wise nutrition is a most powerful tool for 
the attainment of vigor in later years. 


44. Wright, I. S.: Arteriosclerosis, in Stieglitz,’ chap. 29. 
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THE SALMONELLA PROBLEM 


Extensive surveys published during recent years by 
Edwards,’ Seligmann’ and Felsenfeld* and_ their 
co-workers show that micro-organisms called Salmo- 
nellas are present in man and animals and animal 
products which are served in meals. The large number 
of individual Salmonella strains and the peculiar epi- 
demiology of some of them, together with the complex 
antigenic structure which has to be considered in the 
diagnosis of the different Salmonella types, constitute a 
real problem. 

The disease produced in man may take one of several 
forms, among the commonest of which are Salmonella 
fever (often caused by S. typhosa, the paratyphoid 
bacilli, S. montevideo, S. newport, S. oranienburg and 
S. panama) ; Salmonella septicemia with a serious prog- 
nosis (most frequently from S. cholerae-suis); Sal- 
monella enterocolitis (in the United States usually from 
S. typhi-murium, S. montevideo, S. oranienburg, S. 
newport, S. enteritidis, S. panama and S. give); and, 
localized extraintestinal infections, such as salpingitis, 
otitis, pneumonia, cholecystitis or osteomyelitis. Some 
Salmonella strains are more adapted to man (as S. 
typhosa, the paratyphoid bacilli, S. sendai) and are 
rarely isolated from animals. Others are predominantly 
found in animals (e. g., S. pullorum in fowl, S. abortus- 
equi in mares). All strains, however, are potentially 
pathogenic both for man and animals. The clinical 
form of salmonellosis does not depend so much on the 
type of the infecting organism as on the age and 
resistance of the diseased subject. Children and young 
animals are more likely to have infections with fatal 
outcome than well nourished adults. Salmonella typhi- 
murium, for example, is not infrequently isolated in 
cases of fatal meningitis in infants. The same organism 
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does much damage to young turkeys. In adults, how- 
ever, a simple and self-limited enterocolitis is the usual 
result of an infection with this strain. 

About 160 Salmonella strains or “types” have been 
described to date. These strains differ from each other 
in their serologic and biochemical behavior. The exact 
diagnosis of the infective strain is of paramount impor- 
tance for epidemiologic purposes. Routine diagnostic 
medical laboratories are not equipped with the necessary 
serums or adequate personnel to carry out this “typing.” 
For this reason, a number of typing centers have been 
established. The largest of these is operated by the 
United States Public Health Service in Atlanta, Ga. 
Smaller centers are maintained in some state public 
health laboratories. Others are supported by private 
research grants. 

The usual sources of human salmonellosis in the 
United States are human carriers, especially food 
handlers; insufficiently cooked pork and fowl; eggs; 
water; food contaminated during storage by rodents; 
domestic pets, especially dogs, and handling of infected 
farm animals. The over-all mortality is low, approxi- 
mately 6 per cent. Generalized infections with Salmo- 
nella require treatment with antibiotics. In enterocolitis 
the sulfonamides or even dietary management and some 
intestinal absorbent may be satisfactory. The preven- 
tion of salmonellosis by appropriate hygienic measures 
is the most effective way of eradicating the disease. 
Such measures include clean water supply, proper food 
inspection, periodic examination of food handlers and 
treatment of sick animals. 


SURVEY OF PHYSICIANS’ INCOMES 

The Bureau of Medical Economic Research of the 
American Medical Association and the Office of Busi- 
ness Economics of the United States Department of 
Commerce are conducting jointly a survey of phy- 
sicians’ incomes. The Bureau has been authorized by 
the A. M. A. Board of Trustees to cooperate in this 
survey, which the Department of Commerce had 
planned to undertake alone. Similar analyses of surveys 
of incomes of dentists and lawyers have been made 
jointly by the Department with the American Dental 
Association and the American Bar Association. This 
survey of physicians’ incomes will be the first full scale 
survey by the Department of Commerce since 1941. 

There is evidence that the national averages in some 
surveys have been too high because physicians who do 
not have bookkeepers to fill out questionnaires do not 
reply in sufficient numbers. Some of the previous 
surveys have given biased results. For example, those 
with small practices have not been represented properly. 
Thus it is important for all physicians, especially those 
with relatively small practices, to prepare properly the 
questionnaires they will receive. Accurate postwat 
data on physicians’ incomes are needed to permit more 
accurate estimates of how much the American 


pay to physicians. 
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The survey does not have any relation to the opera- has recently reinvestigated various alcohol-water ratios 
tions of the United States Bureau of Internal Revenue. to determine which is most effective as a skin disin- 
In fact, the Department of Commerce could not have fectant. In 1939 he published data which indicated that 
obtained the needed information from the Bureau of 70 per cent alcohol by weight was the optimum con- 
Internal Revenue. centration.’ Similar results were reported by some 
The punch card files of the Bureau of Medical Eco- investigators * but refuted by others.* Reevaluation 
: iiaill tain th f about 200,000 tests have led Price to observe, by in vitro studies, that 
60 to 90 per cent solutions by weight are strongly and 
physicians. The survey will cover 125,000 of these, rapidly bactericidal, much of the effect apparently taking 
or 62.5 per cent of the total. Selection will be by a 


place during the first few seconds of contact. Absolute 
formula which eliminates any partiality. There will be alcohol is somewhat less effective. Under conditions 


two questionnaire forms. The Bureau helped to design of actual use on the hands and arms, solutions 60 per 
these. A short form will be used for income data for cent by weight and stronger are said by Price to be 
1949 only. A long form questionnaire will be used efficient skin disinfectants. The optimum concentration 
for the years 1945 through 1949. All are to be returned apparently varies with different persons, and even in 
unsigned in franked envelopes. the same person from time to time, probably because of 

A short form will be sent once only to every other V@Tiations in the flora and condition of the skin. The 
name in the file of the Bureau of Medical Economic effectiveness of alcohol as an antibacterial agent seems 
Research. Of the remaining 100,000 names, every to depend on the strength of the solution and the condi- 


short forms and 15,000 long forms, with this distinction — 


—the return franked envelopes will carry a code number RELATION BETWEEN MORBIDITY AND ° 
which will identify the physician to the Bureau of MORTALITY IN TUBERCULOUS 

Medical Economic Research alone. All the addressing INFECTION 

will be done in the headquarters of the A. M. A. The 


; The relation of tuberculous infection to the various 
purpose of the code number is to enable the Bureau of 


: ; ; tuberculous diseases is one of the major problems in 
Medical Economic Research to address a follow up  tuherculosis. At the beginning of this century some 


letter to those not replying to the first request. Phy- assumed that primary tuberculous infection occurred 
sicians need not have any suspicion concerning the code almost exclusively in childhood and was responsible for 
number because when the reply is received, the ques- all the later forms of tuberculosis. By 1916 the latent 
tionnaire will be separated immediately from the period was believed to be comparatively short for spread 
envelope and the identity will be lost. The number on of the disease by the blood stream but long for chronic, 
the envelope will then be checked off the entire list of Progressive pulmonary tuberculosis, with the well 
code numbers involved in the mailing. known classification by stages. — This resulted from 
Cooperation by the members of the medical pro- investigations with tuberculin which indicated an inci- 
fession will be needed in this project. Physicians es © of 100 per cent in childhood and Wes supported 
y investigations showing that tuberculous infection (a 
primary complex) is common in childhood and that 
phthisis begins in the pulmonary apexes. In the late 
1920’s, however, radiologic observations demonstrated 
the early infiltrates, indicating that pulmonary tuber- 
culosis often begins acutely with much subclavicular 
Current Comment infiltration, seldom in the apexes. Many early infiltrates 
showed a regressive tendency, and three fourths of them 
revealed nearby sources of infection; this led to the 
ETHYL ALCOHOL FOR SKIN conclusion that superinfection must play a complicated 
DISINFECTION part in these cases. Later it seemed more likely that 
In spite of the multiplicity of skin disinfectants avail- the early infiltrate had arisen from a relatively recent 
able, ethyl alcohol continues to be one of the most Primary infection. Then Scandinavian investigators 
popular. Many other disinfectant mixtures contain demonstrated that only a minority of persons in a com- 
tthyl alcohol, and their bacteriologic action is largely ™unity is infected in childhood and that most infections 
dependent on that ingredient. Ethyl alcohol has been take place during adolescence and early adult life. As 
se to be bacteriologically potent; it is deficient in  Tesult, consideration of the latent period of pro- 
inability to kill spores and tubercle bacilli, deficiencies . : i 
Which are shared all commonly used skin disinfec- 
lants. It should not be used in wounds, because of its 5. Poble, W. D.. and Stuart, L. S.: The Germicidal Action. of 


Cleansing Agents: A Study of a Modification of Price’s Procedure, 
rw and toxic properties, and it has reduced bac- J. a me 275, 390. Pillebery, D. M.; Livingood, C. S., and 
ichols, A. C.: Flora o ormal Skin: Report on Effects of Vari 

Ogic activ ity in the presence of serum and tissue Ointments and Solutions with Comments on the Clinical Signifeance of 
Proteins. Solutions of ethyl alcohol should not be (Jan.) 1942. 
. Hatfie . A, an w . S.: An Evaluation of Some of 
on for cold disinfection of instruments. Price * the Materials Commonly Used for the Preoperative Preparation of the 
Skin, Surgery 13: 931, 1943. Palmer, D. H.: Germicides, Antiseptics 
Pa P. B.: Re-Evaluation of Ethyl Alcohol as a Germicide, Arch. and Disinfectants for Hospital Use, New York, Hospital Bureau of 
$492 (March) 1950. Standards and Supplies, Inc., 1948. 


will be doing their profession a service by filling out 
the forms and returning them as soon as possible. The 
forms will be mailed during the latter part of April. 
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gressive pulmonary tuberculosis evoked the conclusion 
that the disease may develop shortly after a primary 
infection or after a long interval, but there was evidence 
for believing that a short latent period is common. 
In erythema nodosum, pleuritis and most of the extra- 
thoracic manifestations of tuberculosis a short latent 
period is the rule. In an extensive study, Meyer’ 
noted that erythema nodosum occurs during the first 
year of observation after infection in 5 to 10 per cent 
of infected persons of all ages and is most frequent 
in females and comparatively rare in males over 15 
years of age. Hilar adenitis seems to diminish as the 
age at the time of infection increases ; it follows immedi- 
ately on infection in 60 per cent of persons up to 
3 years of age, 40 to 50 per cent aged 4 to 12 years, 
25 per cent aged 13 to 19 years and barely 20 per cent 
in adults. Pulmonary infiltration (a primary focus) 
was demonstrated radiologically during the first year of 
observation in 20 to 25 per cent of persons with a 
primary infection in all age groups. Exudative pleuritis 
nearly always occurred in the first year of observation 
after infection in all age groups. Extrathoracic tuber- 
culosis usually occurred within two or three years 
after infection, and its total morbidity was about 5 to 
10 per cent after infection in the age group up to 3 years 
(many cases of meningitis); thereafter it was about 
2 per cent in all the later ages at the time of infection. 
\fter the age of 13 years, it is relatively more frequent 
in persons with hilar adenitis. The annual pulmonary 
tuberculosis morbidity after childhood infection was 
about 0.3 per cent during the first year of observation. 
It remained at about the same level long after infection, 
provided the persons had passed the age of 13 years. 
The total morbidity after infection in childhood was 
2 to 3 per cent. A primary infection occurring in 
patients over 13 years of age showed a subsequent 
annual morbidity of 2 to 3 per cent. After the third 
year of observation the annual morbidity fell below 
| per cent. The high annual morbidity during the three 
or four years after infection in persons above the age 
of 13 years was over 10 per cent. Infection up to 
3 years of age showed a mortality of about 3 per cent 
(chiefly meningitis); at 4 to 12 years of age it was 
1 per cent, spread over a long period and dependent 
mainly on extrathoracie tuberculosis. During ado- 
lescence it depended on pulmonary tuberculosis; after 
13 years of age, there was a 5 per cent mortality chiefly 
caused by pulmonary tuberculosis and presumably some- 
what higher when infection occurred between the ages 
of 13 and 19 than later. The total mortality was 
more evenly distributed over a long period of obser- 
vation than the morbidity. The mortality is of con- 
siderable importance because it confirms the morbidity 
observations, and no definite sex difference was evi- 
dent except in erythema nodosum and pleuritis. The 


1. Meyer, S. N.: Statistical Investigations of the Relationship of 
Tuberculosis Morbidity and Mortality to Infection, Acta tuberc. Scandinav., 


1949, supp. 18, pp. 5-222. 
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mortality from pulmonary tuberculosis was highest 
when there was a family history of tuberculosis, A 
high sedimentation rate in the first year after infection 
meant a definitely higher morbidity and also mortality, 
particularly when infection occurred in patients over 
13 years of age. A visible pulmonary infiltration (a 
primary focus) entailed a considerably increased risk 
of pulmonary tuberculosis during the first four years 
of observation and also a higher mortality. Pleuritis 
during the first year of observation had the same 
unfavorable influence on the prognosis as a_ visible 
pulmonary infiltration. 


APPETITE AND OLFACTORY ACUITY 


In 1935, Elsberg and Levy' introduced a simple 
method of measuring olfactory acuity. Measurable 
volumes of odorous air were injected into both nostrils, 
The smallest volume which produced a sensation of 
odor was taken as a measure of the olfactory threshold. 
Using bottles containing constant amounts of ground 
coffee as sources of the odorous air, Goetzl * and associ- 
ates measured the diurnal variations in olfactory acuity 
in a group of male and female employees of the Perma- 
nente Institute of Medical Research, Oakland, Calif. 
They found that on days when lunch was omitted 
the olfactory acuity increased gradually from the early 
morning until the end of the work day. This increased 
olfactory sense was accompanied with a parallel increase 
in the hunger sense. This basic pattern was modified 
on days when lunch was eaten during the midday 
rest period. As a result of the lunch the olfactory acuity 
fell precipitously to a relative olfactory blindness, while 
the sensation of hunger was converted into one of 
satiety. This dulness of the olfactory sense persisted 
for about three hours, when a rapid increase in olfactory 
acuity set in, accompanied with a return of the hunger 
sense. The Permanente clinicians broadened their study 
to include the effects of certain therapeutic agents* 
and sugar‘ on the olfactory sense. In their latest 
study ° they found that 75 cc. of a 12 per cent solution 
of ethyl alcohol given in lieu of lunch depressed the 
olfactory sense and appetite twice as much as the routine 
lunch. Full recovery did not occur for four hours. 
This amount of alcohol is equivalent to that in one 
small glass of wine. Alcohol per se is thus a “de-appe 
tizer.” This observation indicates that the popular 
assumption of the ability of alcoholic beverages to create 
or augment appetite depends on some substances other 
than alcohol in such beverages. Investigations afe 
now in progress to determine the role of these other 
substances, particular attention being paid to bitter 
substances. 


1. Elsberg, C. A., and Levy, I: Bull. Neurol. Inst. New Yom 


4:5, 1935. 
2. Goetzl, F. R., and Stone, F.: Gastroenterology 9: 444, 1947. 
3. Goetzl, F. R., and Stone, F.: Gastroenterology 10: 708, 1948 i: 
4. Goetzl, F. R.; Goldschmidt, M.; Wheeler, P., and Stam * 
Gastroenterology 12: 252, 1949. 
5. Margulies, N: R.; Irvin, D., and Goetzl, F. R.: Permanente 
Found. M. Bull. 8:1, 1950. 
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Oppose Plan to Unify Federal Medicine 


Proposed consolidation of all federal medical activities within 
a sing.c agency was strenuously opposed on March 29 at the 
opening of public hearings on H. R. 5182, the bill directed 
toward that end. Chief medical advisors to the American 
Legion, together with National Commander George N. Craig 
and two members of Congress, appeared before the House Com- 
mittee on Expenditures to oppose passage of the bill, which 
would establish a United Medical Administration. 

Dr. Charlies W. Mayo, of Rochester, Minn., testifying as an 
individual, said H. R. 5182 “attempts to gather under one roof 
too muc!: for it to hold administratively, economically or effi- 
ciently.” If enacted in its present form, the bill would result 
in reduction both in quality and quantity of Veterans Admin- 
istration professional personnel, he predicted. 

In resjonse to questioning by committee members, Dr. Mayo 
expresse| the opinion that passage of legislation setting up a so- 
calied national medical academy, for training of physicians to 
enter government service, and authorizing federal aid to medical 
schools t» increase the number of graduates is not necessary. 
Dr. May is chairman of the special medical advisory group 
which ad\ises Veterans Administrator Carl Gray and vice chair- 
man of te Medical Advisory Board, American Legion. 

Dr. Leonard G. Rowntree, testifying as chairman of the 
Legion's Medical Advisory Board, charged that abolition of 
VA's de; artment of medicine and surgery through its transfer 
to the agcricy proposed by H. R. 5182 would constitute “a breach 
of faith” with the medical profession. 


Lobbying Described as Essential for Good Government 


“We look upon lobbying as a necessity, an essential thing,” 
Representative Frank Buchanan told a National Press Club 
audience in Washington on March 23. He is chairman of the 
special House committee investigating lobbying activities which 
was schedu.ed to open public hearings March 27. He empha- 
sized that the seven man committee wishes to do an objective 
job of investigating without benefit of spectacular headlines and 
revealed that his group does not expect to “spot check” more 
than six of the 27 potential areas of lobbying activity. By 
“areas” is meant general fields of enterprise, such as housing, 
social welfare (including medical care) and heavy industries. 

The speaker estimated that the 500 organizations which are 
registered under the National Lobbying Act represent one third 
of the number that should be registered and that the 2,000 
individuals enrolled constitute 20 per cent of the total engaged 
in lobbying activities on Capitol Hill. Registrants include more 
than 30 former Representatives and about eight or ten former 
members of the Senate, Representative Buchanan asserted. 


Expenses of Ewing’s European Trip Challenged 


The legality of using federal funds to pay for Federal Security 
inistrator Oscar R. Ewing’s European trip last winter to 
study national health programs was questioned on March 30 at 
public hearings conducted by the special committee of the House 
mvestigating lobbying. The point was raised by Representative 
Charles A. Halleck (Indiana) and pursued also by Represen- 
tative Clarence J. Brown (Ohio), both Republicans. 
Representative Halleck observed, “the American Medical 
‘Association is required to register as a lobby in connection with 
ts opposition to socialized medicine” and it would seem only 
lal that Mr. Ewing likewise should register if he attempts 
to influence legislation on the same general subject. The wit- 
tess who was testifying at the time, Roger Jones of the Budget 
u, said he could not judge whether the Ewing trip abroad 
"as for the purpose of influencing legislation. He added, how- 
‘ver, that the President has the right and duty to designate 


Cabinet members or other officers of the executive establishment 
to work toward achievement of the White House legislative 
program. 


Mr. Jones further explained that the listing of government 
officials in the congressional directory, together with the fact 
that they are responsible for their acts, is tantamount to their 
being registered as lobbyists or potential lobbyists. 

Representative Brown noted that the trip taken to England 
last fall by House Interstate and Foreign Commerce Committee 
for the purpose of studying the British health service was 
decried in some quarters as a “junket” at taxpayers’ expense, 
with the same critics defending Mr. Ewing's visit as an offi- 
cial and necessary one. The committee hearings were recessed 
until April 19, when the investigators will begin looking into 
the housing lobby. 


Atomic Energy Commission Approves 41 Research 
Contracts 

Approval of 41 medical and biologic research projects for 
financial aid by the Atomic Energy Commission was announced 
April 2 by Dr. Shields Warren, director of the Division of 
Biology and Medicine. All but seven are new projects, the 
remainder being renewals. The awards bring to 194 the total 
of AEC-supported investigations in biology and medicine at 87 
universities, professional! schools, hospitals, clinics and other 
nonfederal institutions. Financing is under a $5,000,000 appro- 
priation for the current fiscal year, which ends June 20. Latest 
recipients of contracts include the University of Southern Cali- 
fornia, Georgetown University, University of Chicago, North- 
western University, lowa State College, Louisiana State 
University, Tulane University School of Medicine, Harvard 
Medical School, Mount Sinai Hospital (New York City), 
Meharry Medical College and University of Pittsburgh. 


Coming Medica) Meetings 


Aero Medical Association, Chicago, May 29-31. Dr. Thomas H. Suther- 
land, 214 S. State St., Marion, Ohio, Secretary. 

Alabama, Medical Assuciation ot the State ot, Birmingham, April 20-22. 
Dr. Douglas L. Cannon, 519 Dexter Ave., Montgomery, Secretary. 
American Academy of Neurology, Cincinnati, Netherlands-Plaza Hotel, 
April 14-15. Dr. Joe R. Brown, Mayo Clinic, Rochester, Minn., 

Secretary. 

American Association for Thoracic Surgery, Denver, Colo., April 15-19. 
Dr. Brian Blades, 901 Twenty-Third St. N.W., Washington, D. C 
Secretary. 

American Association of Industrial Physicians and Surgeons, Chicago, 

otel Sherman, April 24-28. Frederick W. Slobe, 28 E. Jack- 
son Blvd. Chicago 4, Secretary. 

American Association of Genito-Urinary Surgeons, Hershey, Penn., Hotel 
Hershey, May 24-26. Dr. Norris J. Heckel, 122 S. Michigan Ave., 
Chicago 3, Secretary. 

American Association of Pathologists and Bacteriologists, Madison, Wis., 
April 14-15. Dr. Alan R. Moritz, 2085 Adelbert Road, Cleveland 6, 
Secretary. 

American Association of the History of Medicine, Boston, May 21-23. 
Dr. Benjamin Spector, 416 Huntington Ave., Boston 15, Secretary. 
American Association on Mental Deficiency, Columbus, Ohio, Hotel 
Deshler-Wallick, May 16-20. Dr. Neil A. Dayton, P. O. Box 96, 

Willimantic, Conn., Secretary. 

American Broncho-Esophagological Association, San Francisco, Mark Hop- 
kins Hotel, May 25-26. Dr. Edwin N. Broyles, 1100 N. Charles St., 
Baltimore 1, Secretary. 

American College of Physicians, Boston, April 17-21. Dr. George Morris 
Piersol, 4200 Pine St., Philadelphia, Secretary General. 

American Congress on Obstetrics and Gynecology, New York, Hotel Penn- 
sylvania, May 14-19. Dr. F. Bayard Carter, Duke Medical School, 
Durham, N. C., Secretary. 

American Gastro-Enterological Association, Atlantic City, April 28-29. 
br. Dwight L. Wilbur. 655 Sutter St., San francisco, Secretary. 
American Gastroscopic Society, Atlantic City, April 28-29. Dr. H. Marvin 

Pollard, University Hospital, Ann Arbor, Mich., Secretary. 

American Geriatrics Society, New York, Hotel Commodore, June 1-3. 
Dr. Malford W. Thewlis, 25 Mechanic St., Wawefield, R. L., etary. 

American Gynecological Society, White Sulphur Spri W. Va., The 
Greenbrier, May 11-13. Dr. Norman F. Miller, 1313 Ann St, Ann 
Arbor, Mich., Secretary. 

i Laryngological A 


. San Francisco, May 23-24. Dr. 


American ssociation 
Louis H. Clerf, 128 S. Tenth St., Philadelphia 7, Secretary. 
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American Laryngological, Rhinological and Otological Society, San Fran- 
cisco, May 25-27. Dr. C. Stewart Nash, 277 Alexander St., Rochester 
7, N. Y., Secretary. 

American Ophthalmological an Hot Springs, Va., The Homestead, 
May 31-June 2. Dr. Maynard C. Wheeler, 30 W. 59th St., New York 
19, Secretary. 

American Orthopedic Association, Virginia Beach, Va., May 23-26. Dr. 
C. Leslie Mitchell, Henry Ford Hospital, Detroit 2, Secretary. 

American Otological Society, San Francisco, May 21-22. Dr. Gordon D. 
Hoople, 1100 E. Genesee St., Syracuse 10, N. Y., Secretary. 

American Pediatric Society, French Lick, Ind., May 8-10. Dr. Henry G. 
Poncher, 1819 W. Polk St., Chicago 12, Secretary. 

American Physiological Society, Atlantic City, April 17-21. Dr. Milton O. 
Lee, 2101 Constitution Ave., Washington 25, D. C , Executive Secretary. 

American Psychiatric Association, Detroit, May 1-5. Dr. Leo H. Barte- 
meier, General Motors Bidg., Detroit 2, Secretary. 

American Psychoanalytic Association, Detroit, Hotel Statler, April 28-30. 


Ir. LeRoy M. A. Maeder, 1910 iKittenhouse Square, Philadelphia 3, 


Secretary. 

American Psychosomatic Society, Atlantic City, Chalfonte-Haddon Hall, 
April 29. Dr. Sydney G. Margolin, 714 Madison Ave., New York 21, 
Secretary. 

American Radium Saciety, New York, Roosevelt Hotel, May 25-26. Dr. 
Hugh F. Hare, 605 Commonwealth Ave., Boston 15, Secretary. 
American Society for Clmeal Investigation, Atlantic City, May 1. 

Paul B. Beeson, Grady Hospital, Atlanta 3, Ga., Secretary. 

American Society for Experimental Pathology, Atlantic City, April 11. 

Dr. Sidney C. Madden, Brookhaven National Laboratory, Upton, L. L, 


New York, Secretary. 

American Society for Pharmacology and Experimental Therapeutics, Atlan- 
tic City, April 17-21. Dr. Harvey b Haag. Medical College of 
Virginia, Richmond 19, Secretary. 

American Society of Biological Chemists, Atlantic City, April 9-14. Dr. 
R. W. Jackson, 825 N. University St., Peoria 5, Ill, Secretary. 

American Surgical Association, Colorado Springs, Colo., April 19-23. 
Dr. Nathan Womack, University Hospitals, lowa City, lowa, Secretary. 

American Therapeutic Society, Boston, April 13-16. Dr. Oscar B. Hunter, 
915 Nineteenth St. N.W., Washington 6, D. C., Secretary. 

American Urological Association, Washington, D. C., Hotel Statler, May 
29-June 1. Dr. Charles H. deT. Shivers, Boardwalk National Arcade 
Bldg., Atlantic City, N. J., Secretary. 

Arizona State Medical Association, Phoenix, Hotel Westward Ho, April 
30-May 4. Dr. Frank J. Milloy, 234 N. Central Ave., Phoenix, 


Secretary. 

Arkansas Medical Society, Fort Smith, April 17-19. Dr. William R, 
Brooksher, 602 Garrison Ave., Fort Smith, Secretary. 

Association for Physical and Mental Rehabilitation, Memphis, Tenn., Hotel 
Peabody, May 23-27. Mr. Benjamin Forman, 57 Granger St., Canan- 


Dr. 


daigua, N. Y., Secretary. 
Association of American Physicians, Atlantic City, May 2-3. Dr. Henry 
M. Thomas Jr., 1201 N. Calvert St., Baltimore 2, Secretary. 
Dr. L. Henry 


California Medical Association, San Diego, April 30-May 3. 
Garland, 450 Sutter St., San Francisco, Secretary. 

Connecticut State Medical Society, Waterbury, May 2-4. Dr. Creighton 
Barker, 160 St. Ronan St., New Haven, Secretary. 

Federation of American Societies for Experimental Biology, Atlantic City, 
April 17-21. Dr. Milton O. Lee, 2101 Constitution Ave., Washington 
25, D. C., Secretary. 

Florida Medical Association, Hollywood, April 23-26. 
McIver, P. O. Box 1018, Jacksonville, Secretary. 
Georgia, Medical Association of, Macon, Hotel Dempsey, April 18-21. 
Dr. Edgar D. Shanks, 478 Peachtree St. N.E., Atlanta, Secretary. 
Hawaii Territorial Medical Association, Hilo, May 4-7. Dr. L. L. Tilden, 

Mabel Smyth Bldg., Honolulu 13, Secretary. 

Illinois State Medical Society, Springfield, Illinois State Armory, May 
23-25. tr. Harold M. Camp, 224 S. Main St., Monmouth, Secretary. 

International and Fourth American Congress on Obstetrics and CGyne- 
cology, New York, Hotel oe May 14-19. Dr. Fred L. Adair, 
161 E. Erie St., Chicago 11, Information Headquarters. 

laternational Congress on Asthma, Mont Dore, France, June 3-4. Secre- 
tariat, 59 rue Bonaparte, Paris, France. 

lowa State Medical Society, Burlington, April 23-26. Dr. Allan B. 
Phillips, 406 Sixth Ave., s Moines 9, Secretary. 

Kansas Medical Society, Wichita, May 15-18. Dr. D. D. Vermillion, 512 
New England Blidg., Topeka, Secretary. 

Louisiana State Medical Society, Baton Rouge, April 24-26. Dr. P. T. 
Talbot, 1430 Tulane Ave., New Orleans 13, Secretary. 
Maryland, Medical and Chirurgical Faculty of the State of, Baltimore, 
April 25-26. Dr. George H. Yeager, 1211 Cathedral St., Baltimore 1, 

Secretary. 

Massachusetts Medical Society, Boston, Hotel Statler, May 16-19, Dr. 
H. Quimby Gallupe, 8 Fenway, Boston 15, Secretary. 

Mississippi State Medical Association, Jackson, May 9-11. Dr. T. M. 
Dye, Box 295, Clarksdale, Secretary. 

National Tuberculosis Association, Washington, D. C., April 25-28. 
Dr. James E. Perkins, 1790 Broadway, New York 19, Managing 
Director. 

Nebraska State Medical Association, Lincoln, Hotel Cornhusker, May 1-4. 

Dr. R. B. Adams, 1315 Sharp Bldg., Lincoln, Secretary. 

New Jersey, Medical Society of, Atlantic City, Haddon Hall, May 22-24, 
Dr. Marcus H. Greifinger, 315 W. State St., Trenton 8, Secretary. 
New Mexico Medical Society, Las Cruces, May 4-7. Dr. H. L. January, 

4852 Southern Ave., Albuquerque, Secretary. 

New York, Medical Society of the State of, New York, May 8-12. Dr. 
Walter P. Anderton, 292 Madison Ave., New York 17, Secretary. 

North Carolina, Medical Society of the Stace of, Pinehurst, The Carolina, 
May 1-3. Dr. Millard D. Hill, 15 W. Hargett St., Raleigh, Secretary. 

North Central Clinical Society, Cincinnati, Netherland Plaza Hotel, 
April 29. Dr. John H. Payne, § W. Fourth St., Cincinnafi, Secretary. 

North Dakota State Medical Association, Grand Forks, May 27-30. Dr. 


O. A. Sediak, 702 First Ave. S., Fargo, Secretary. 
Northern Tri-State Medical Association, Grand Rapids, — April 11. 
retary 


Dr. Robert B. 


Dr. William H. Gordon, 1553 Woodward Ave., Detroit, ¥ 
Ohio State Medical Association, Cleveland, May 16-19. Mr. Charles S. 
Nelson, 79 E. State St., Columbus 
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Oklahoma State Medical Association, Oklahoma Ci 


J. 


ty, May 14-17, 

Lewis J. Moorman, 210 Plaza Court, Oklahoma City, Secretary. De. 

Rhode Island Medical Society, Providence, R. I. Medical Library, May 
10-11. Dr. Morgan Cutts, 106 E. Francis St., Providence 3, Secretary, 

Society of American Bacteriologists, Baltimore, May 15-19. Dr. John E. 
Blair, 1919 Madison Ave., New York 35, Secretary. 

South Carolina Medical Association, Myrtle Beach, May 16-18. Dr, Julian 
P. Price, 105 W. Cheves St., Florence, Secretary. 

South Dakota State Medical Association, Mitchell, May 20-23. Dr. Roland 
G,. Mayer, 224 S. Main St., Aberdeen, Secretary. 

Tennessee State Medical Association, Memphis, April 10-12. Dr. W. M 
Hardy, 706 Church St., Nashville 3, Secretary. 

Texas, State Medical Association of, Fort Worth, May 2-5. Dr. Harold 
M. Williams, 700 Guadalupe St., Austin, Secretary. 

Western Branch, American Public Health Association, Portland, Ore, 
May 30-June 1. Mr. Walter S. Mangold, University of California, 
Berkeley, Calif., Secretary. 


Medical Legislation 


STATE LEGISLATION 


California 
Bill Introduced.—A. 66-X, to amend the unemployment insurance act, 
proposes to permit employees to receive a per diem payment during 
period of confinement in a hospital over and above any other bene- 
fits to which he might be entitled under the act. 


Massachusetts 

Bill Enacted.—S. 533 has become chapter 191 of the laws of 1950, 
It amends the law relating to nonprofit hospital service corporations 
by authorizing such corporations to enter into reciprocal arrangements 
with other financially sound nonprofit hospital service corporations 
organized in other jurisdictions to provide hospital service benetits 
for subscribers residing or employed in the commonwealth. 

Mississippi 

Bills Introduced.—H. 944 proposes to prohibit the sale of any appli- 
ances, drugs or medicinal preparations intended or having a special 
utility for the prevention of venereal diseases without a license from 
the state board of pharmacy, except that such proposal would not 
apply to physicians and medical practitioners regularly licensed to prac- 
tice medicine in the state. H. 998 proposes to authorize hospital author- 
ities to turn over dead bodies of hospital patients to medica! schools in 
certain cases. 
New Jersey 

Bills Introduced.—A. 311-A proposes regulations for the licensing of 
public health laboratory technicians. A. 311-B proposes to authorize 
the commissioner of health to issue public health nurse's certificates in 
certain circumstances. A. 373 proposes the creation of a state board 
of examiners of psychologists. Under this proposal a psychologist 
would be defined as a person who renders to individual clients or the 
general public for fees or personal profit any professional service requir- 
ing the application of recognized principles, methods and procedures 
of the science and profession of psychology; such as counseling, inter- 
viewing, administration and interpretation of statistically standardized 
tests of mental abilities and personality characteristics, for the pur- 
pose of psychologic appraisal for the betterment of human welfare; 
or for fees or personal profit, applies such psychologic technie for 
purpose of reeducation, guidance or readjustment. S. 113 proposes 
regulations for the licensing of ophthalmic dispensers. 


New York 
Bills Introduced.—A. 3270 proposes the creation within the depart 
ment of mental hygiene of a mental hygiene council to consider any 
matters relating to the improvement of the state mental hygiene pro- 
gram and advise the commissioner of mental hygiene thereon. A. 3286 
and S. 2830 propose regulations for the furnishing of psychiatric and 
S. 1694 proposes 


psychologic services to the department of correction. 

to authorize the organization of a memorial center for cancer and 
diseases, the object of which would be to establish, maintain and coa- 
duct a hospital in the state for the treatment of cancer and allied 
diseases and to carry on activities of all kinds looking toward te 
prevention, treatment, control and cure of cancer and allied diseases. 


Rhode Island 

Bills Introduced.—H. 835 proposes amendments to the basic selene 
act relating to the circumstances under which an applicant May be 
reexamined in certain subjects failed at a prior examination. & it 
proposes to provide for the administration of first aid and other medical 
services in places of employment. 8S. 238 proposes regulations 
licensing optometrists and opticians. 

Bill Enacted.—H. 780 was approved March 15, 1950. It _reviviie 
a special commission to investigate the advisability of esta facil: 
ities for the study, treatment and care of inebriates. 


Virginia 
Bill Enacted.—S. 45 has become chapter 174 of the Laws of IS 
It provides for the creation and organization of hospital or health 
commissions to opérate hospitals in cities, counties or 
thereof. 
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GOVERNMENT SERVICES 


REDUCTION IN TRAINING PROGRAMS 


Gen. Raymond W. Bliss, Army Surgeon General. 


Bliss said. 
medicine in general because of a fear that the Army was com- 
mitted to a program of overspecialization.” The reduction in 
intern and residency programs has no bearing on the recent 
closing of military hospitals but grows out of a long study of 
the Army's personnel needs. 

The original graduate program was established with the 
assistance of the American Medical Association and other medi- 
cal advisory groups with the goal of training 30 per cent of the 
Army Medical Corps as specialists. This quota was the same 
as that of the British Army and comparable to the American 
medical profession as a whole. Immediately after the close of 
the war, with the release of the many clinical specialists who 
were temporary officers, the Medical Department had only a 
handful of qualified Regular Army officers remaining. Since 
this number was far too small to meet requirements, an extensive 
graduate training program was necessary. With the initial 
phase of this program substantially completed, it is now possible 
to reduce the number in training. 

General Bliss reported, “A careful analysis of our require- 
ments for specialists makes it possible to reduce our residency 
programs in many specialties and at the same time provide better 
qualified physicians to staff both our general and station hos- 
pitals. In this regard, I wish to emphasize that fine professional 
training will continue to be available in the Army Medical 
Department. There will still be opportunities for first year 
residencies in military hospitals to fill normal attrition. There 
will continue to be spaces in second and third year residency 
training for those students found best qualified by the residency 
selection board. Residents scheduled for temporary overseas 


ARMY 


A drastic cut in intern and residency training programs to 
be effected without endangering professional standards in Medi- 
cal Department operation was announced March 28 by Major 


“The curtailment is now possible as a natural culmination of 
rising professional standards and long range planning,” General 
“I believe this action will be gratifying to American 


duty will return to their residencies. In addition, the training 
programs now maintained at all hospitals for their assigned 
personnel will continue to afford excellent professional training 
for all medical officers.” 


The professional training programs involved include civilian 
and military internships and residencies. Training in the civilian 
programs are accomplished at civilian institutions with a com- 
mitment for military service following completion of training. 
In the military programs, students receive their training in 
recognized Army general hospital teaching centers. 


The following reductions will be effected: 


Civilian internships, a reduction from 300 to 200 by July 1, 1950. 


Civilian residencies, no new residents have been accepted since Jan. 1, 
1950, and the program will close by attrition. 


Military internships, a reduction from 199 to 150 by July 1, 1951. 

Military residencies, a reduction of almost 50 per cent, or a total 
of 245 by July 1, 1951, including a recent slash of 131 residencies, another 
36 by July 1, 1950, and an additional 66 by July 1, 1951. 

A reduction in the military residency program has been made 
possible by comparison of actual requirements in each medical 
specialty with the number actually on duty or expected to com- 
plete residency training. The resultant quotas recognize both 
the importance of the Army Medical Department having an 
adequate supply of specialists to meet its needs and the undesir- 
ability of overspecialization. 


As a result of this analysis it will be possible to reduce spaces 
in urology, anesthesiology, general surgery, orthopedics, oph- 
thalmology, otolaryngology, dermatology, medicine, pathology, 
radiology, plastic surgery and physical medicine. Increased 
spaces will be provided for psychiatry and clinical medicine 
(general practice). The resident selection committee in the 
Surgeon General's Office will continue to select residents for 
one year appointments and to advance those who are best 
qualified. General Bliss indicated that the streamlining of the 
residency program might make the eventual consolidation of 
teaching centers possible with all residency training conducted 
in centers with the best facilities, clinical material and pro- 
fessional supervision. 


RECORD NAVY HEALTH RATE 


The Navy's health rate made a record low for the second 
Consecutive year in 1949, according to the Navy Bureau of 
Medicine and Surgery, which has kept records since 1850. 
New low records were established for incidence of diseases, 
‘juries, deaths and days lost from illness. In 1949 the annual 
meidence rate for disease and injuries of all kinds among naval 
Personnel dropped to 376.0 per 1,000 strength—a 15 per cent 
drop from the previous low of 442.8, set in 1948. Except for 
the last five years, during four of which the incidence rate 
Was around 490 per 1,000, this rate has rarely dropped below 
$0.0. Fewer common colds and a 33 per cent reduction in 
venereal diseases contributed largely to the 1949 disease and 
mury record. The fact that the average person in the Navy 
lost less than a week’s time, 6.7 days, from duty because of 
ilmess in 1949 constituted another new health record. The 
wWerage number of days lost from illness varied from 8 to 15 
Per person during the years from 1900 through 1948. The death 
fate among naval personnel, which has maintained a downward 
trend since 1900, was 1.8 per 1,000 in 1949. This new low rate 
= with the previous low of 1.9 in 1940 and 2.0 in 1948. 

death rate in 1900 was 8.9 per 1,000. 


NAVY 


ANNUAL AWARD BY MARQUETTE ALUMNI 


The Marquette University School of Medicine Alumni Asso- 
ciation has named Comdr. Thomas J. Canty (MC), Head of the 
Mare Island Naval Hospital brace shop, the “Man of the Year” 
for his work in developing artificial limbs for amputees. Cere- 
monies were held on March 18 at the university in Milwaukee 
when the award was given. The rehabilitation program devel- 
oped by Commander Canty includes corrective conservative sur- 
gery and hospital care, preprosthetic physical conditioning, 
proper limb making and fitting, training in correct and efficient 
use of the prosthesia, educational instruction, psychologic aids 
and job placement. Dr. Canty, a native of Milwaukee, received 
his M.D. degree from Marquette University in 1935. 


DR. C. P. RHOADS, GUEST LECTURER 


The fifth of the current series of guest lectures, sponsored by 
the Naval Medical School, Bethesda, Md., was presented March 
31, when Dr. C. P. Rhoads, of the Memorial Hospital Center 
for Cancer and Allied Diseases, New York, spoke on “Medical 
Aspects of Cancer Research.” 


SEVENTY-FIVE CLINICAL CLERKSHIPS 


The U. S. Air Force Medical Service has established position 

, vacancies for 75 clinical clerkships at Air Force base hospitals 
for medical students who have completed the junior year at 

medical school. To be eligible for selection as a clerk, the 

student must be a member of the Volunteer or Organized Air 

Reserve. Students selected will enter on active duty as officers 

in the reserve rank they now hold, with full pay and allowances. 

Officers who hold aeronautical ratings will not be on flying 

status while on duty as clinical clerks. Poimt credits toward 
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AIR FORCE 


promotion and retirement in the Air Force Reserve will be 
given for the days on duty. Assignment to duty as a clinical 
clerk will be for a period not to exceed ninety days. Clinical 
clerks will perform preliminary physical examinations, writing 
of case histories and other similar duties under the supervision 
of Air Force medical officers. Information may be obtained 
from the Commanding General, Continental Air Command, 
Mitchel Air Force Base, New York, or from the Office of 
The Surgeon General, United States Air Force, Washington 
BD. 


OVERSEAS HEALTH MISSIONS 

Various overseas health missions of the United States have 
been authorized by Congress to strengthen mutual understanding 
between the people of the United States and other countries. 
lo meet the increasing demand for experienced health personnel 
to staff these technical health missions overseas, the Division 
of International Health, Public Health Service, is developing 
an intensive recruiting program. 

Opportunities for overseas assignments in the higher grades 
are expected to develop for a number of physicians, scientists, 
health educators, sanitary engineers, sanitarians, nurses, admin- 
istrators and technicians. Some of the projects will involve 
employment by the Public Health Service and some will involve 
employment by the World Health Organization. 

Recruitment will be limited to highly qualified personnel 
possessing both expert knowledge in their technical specialties 
and the ability to inspire cooperation in a constructive program 
directed toward broad improvements in public health and the 
general advancement of human relationships. Assignment will 
be made in the higher grades. Additional compensation will 
be provided in the form of allowances for overseas service. 
Qualified health personnel may obtain details by writing to the 
Chief, Division of International Health, Public Health Service, 
Federal Security Agency, Washington 25, D. C. 


SELECT 122 INTERNS 

A total of 122 senior medical students who will graduate from 
approved medical schools throughout the country in 1950 have 
been selected to serve internships at Public Health Service hos- 
pitals, according to an announcement by the Surgeon General. 
Under the Public Health Service Graduate Medical Training 
Program, students selected for internships are appointed assis- 
tant surgeons in the Reserve Corps of the Public Health Service 
and called to active duty on graduation. The eleven Public 
Health Service hospitals approved for internships by the Council 
on Medical Education and Hospitals of the American Medical 
Association are: Baltimore, Boston, Chicago, Cleveland, Detroit, 
Galveston, New Orleans, Norfolk, San Francisco, Seattle and 


Staten Island 


PUBLIC HEALTH SERVICE 


REPORTS OF TYPE B INFLUENZA VIRUS 


The Influenza Information Center at the National Institutes 
of Health is receiving an increasing number of reports and 
isolations of type B virus. Until recently only a few reports 
of type B virus had been made. The majority of isolations 
continue to be of type A or A’ virus. Following are recent 
reports on type B virus cases in the United States: 


California: The Office of the Surgeon General of the Army reports 1 
paired serum with rise of titer against type B virus. Serums obtained 
from patients at Hamilton Field Air Force Base and tested at Sixth 
Army Area Medical Laboratory. 

Illinois: Naval Medical Research Unit 4, Great Lakes, Ti, reports 6 ise 
lations of type B influenza virus. Serums obtained from _ patients 
from the Recruit Training Command and the Service School Command 
and from one patient from the Naval Air Station, Glenview. 

New Jersey: Children’s Hospital, Philadelphia, reports idestification of 
agent responsible for outbreak in Lawrenceville, N. J., as type B 
influenza virus. j 

Pennsylvania: Children’s Hospital, Philadelphia, advises that serologic 
evidence of the presence of infection with type B influcnza virus has 
been obtained in several patients living in Philadelpiia. 


SPECIAL TRAINING FOR MEDICAL 
OFFICERS 


The following medical officers of the National Institutes of 
Health are receiving the special training indicated : 


Dr. Kirkland C. Brace, one year, radiobiology, University of Chicago. 

Dr. Louis B. Thomas, one year, pathology, University of Minnesota 
Medical School, Minneapolis. 

Dr. John P. Utz, three year residency 
Foundation, Rochester, Minn. 

Dr. Eliah Nadel, three year residency in pathology, Washington Unt 
versity School of Medicine, St. Louis. 

_Dr. Robert R. Smith, three year residency in surgery, Memorial Hos- 
pital, New York. 


in internal medicine, Mayo 


PERSONAL 


Dr. F. William Sunderman has joined tie stafi of the Com- 
municable Disease Center, Public Health Service, Atlanta, Ga, 
and is in charge of the clinical pathology section, laboratory 
services. Formerly Dr. Sunderman was professor of exper 
mental medicine and clinical pathology in the Postgraduate 
Medical School of the University of Texas and director of 
clinical research of the M. D. Anderson Hospital for Cancer 


Research, Houston, Texas. 


CANCER RESEARCH HOSPITAL AT 
OAK RIDGE 

Patients to be treated at the Oak Ridge Cancer Research 
Center will be chosen for admittance to the center by the 20 
southern medical schools participating in the project, Dr. 
Marshall Brucer, chairman, Medical Division, Oak Ridge Insti- 
tute of Nuclear Studies, said. The institute is operating the 
center for the Atomic Energy Commission. Patients coming 
directly to the unit cannot be accepted, and it will not be open 
to the general public. The 30 bed hospital will be ready for 
use probably in the latter part of April. 


MISCELLANEOUS 


Dr. Brucer said the program was being conducted under te 
general supervision of the institute’s Board of Medical Gat 
sultants. Three of the members are medical school deans; 
others are departmental ‘chairmen in medical schools. In addi 
tion, more than 5 consultants from the medical schools a 
assisting the Medical Division in its program. Much prelim 


nary work was required before radioactive materials other than 
those already tested, such as iodine, could be used im humaas 


The Oak Ridge Institute of Nuclear Studies is a ROG 
educational corporation comprised of 24 southern universities 
It conducts a program of research and training in the mee 
sciences through a contract with the Atomic Energy 
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Medical News 


(Physicians will confer a favor by sending for this department 
items of news of general interest: such as relate to society activi- 
ties, new hospitals, education and public health. Programs 
should be received at least two weeks before the date of meeting.) 


ARKANSAS 


University Appointments.— Dr. John S. Poe, formerly 
with Columbia University College of Physicians and Surgeons, 
New York has been appointed professor of neuropsychiatry and 
head of the department at the University of Arkansas School 
of Medicine, Little Rock, effective May 1. Dr. H. Lee Hall, 
formerly of the Long Island College of Medicine, Brooklyn, 
has been appointed associate professor of neuropsychiatry, 
effective July 1. 

State Medical Meeting at Fort Smith.—The annual ses- 
sion of the Arkansas Medical Society will be held at the Gold- 
man Hotel, Fort Smith, April 17-19, under the presidency of 
Dr. Euclid M. Smith, Hot Springs. Out of state physicians on 
the program are: 


Frank M. Acree, Greenville, Miss.. The Dysenterites. 
FE. Roecrs Smith, Indianapolis, State Hospital Problems in the Mid- 
West ; 
William O. Russell, Houston, Texas, Factors in Carcinogenesis with 

Particclar Reference to a Continuing Cause or Viral Agent. 
On Monday morning there will be an obstetrics-gynecology 


symposia with Drs. Frank E. Whitacre, Memphis, Tenn. ; 
Herbert |... Schmitz, Chicago; Axel N. Arneson, St. Louis; 
Edwin C. Hamblen, Durham, N. C., and Eugene T. Ellison, 
Texarkana, Texas, participating. On Monday afternoon a 
cardiovascular symposium will be held in which the invited 
speakers ill be Drs. Louis F. Bishop Jr.. New York, and 
Don W. Chapman, Houston, Texas. The annual session of 
the Woman's Auxiliary will meet in the Hotel Ward April 17-18. 


CALIFORNIA 


New Research Foundation.— The Palo Alto Medical 
Research [oundation expected to open its laboratory April 1 
to offer research facilities and trained research assistance to 
physicians in private practice. It has been incorporated as a 
nonprofit corporation. Financial support will come from inter- 
ested persous making voluntary contributions and from grants 
received from other foundations and groups for work on specific 
projects. Ur. Marcus A. Krupp has been appointed research 
director, aid clinical studies will be under the direction of Dr. 
Albert M. Snell, who was professor of medicine at the Mayo 
Foundation Graduate School, Rochester, Minn., before coming 
to the Palo Alto clinic. Dr. Krupp is director of clinical 
pathology at the Veteran’s Hospital in San Francisco and 
clinical instructor of medicine at the Stanford University 
School of Medicine, San Francisco. 


_ Annual State Meeting at San Diego.—The annual meet- 
ing of the California Medical Association will be held at 
Balboa Park, San Diego, April 29 to May 3, under the presi- 
dency of Dr. R. Stanley Kneeshaw, San Jose. Invited speakers 
at the morning general meetings include : 


Franklin D. Murphy, Kansas City, Kans., Concept of Continuation 
Education in Medicine. 


Jerome W. Conn, Ann Arbor, Mich., Metabolic Effect of ACTH and 


Cortisone in Man. 
Warren H. Cole, Chicago, Intestinal Obstruction. 


Elexious T. Bell, Minneapolis, Relation of the Kidneys to Primary 
Hypertension. 


R. Gordon Douglas, New York, Management of Hemorrhage Compli- 
cating Pregnancy and Delivery. 
Fifteen sections will hold afternoon meetings. The guest speak- 
‘ts, except Dr. Conn, will participate with others in a sym- 
posium, “What's New in Medicine,” on Wednesday morning, 
and Drs. Cole and Conn will take part in a clinicopathologic 
conference Tuesday morning. Motion pictures will be shown 
Sunday afternoon through Wednesday. The dinner will be 
Monday evening at the Hotel del Coronado, where the 
oman's Auxiliary will meet. The association’s Cancer Com- 
oy will hold a preconvention conference at the U. S. Grant 
“otel April 29, and various associations and societies will meet 
m San Diego and environs following the convention. Scientific 
will be shown. 


CONNECTICUT 
Physician Wins National Artist’s Prize—Dr. Maurice H. 
bisharat, Torrington, has been awarded first prize in the water 
“t class in the National Amateur Painters’ competition. His 
a Cellar Bouquet,” was chosen from nearly 2,000 pic- 
entered by part time painters from every state in the 
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He 
Dr. Bisharat is a gradu- 
ate of the American University of Beirut School of Medicine, 
Lebanon (1943). 


union, representing almost every business and profession. 
has been painting for only two years. 


DISTRICT OF COLUMBIA 


Report of Research Foundation.—The two and one-half 
year old Research Foundation of Children’s Hospital in its 
annual report states that its antibiotic-diarrhea project has 
reduced the hospital’s diarrhea mortality rate, which formally 
ran as high as 12 to 18 per cent, to 1.6 per cent for the entire 
650 case series. The foundation's research committee has estab- 
lished a high priority for all proposed projects involving the 
pediatric evaluation of new therapeutic discoveries. In 1949 
Children’s Hospital treated 9,165 patients. 


Dr. Cox to ‘Head Ophthalmology Department.—Dr. 
Ronald A. Cox has been appointed professor ot ophthalmology 
and executive officer of the department at the George Wash- 
ington University School of Medicine. He also has become 
chief of the department of ophthalmology at the George Wash- 
ington University Hospital. He replaces in these positions Dr. 
Ernest A. W. Sheppard, who resigned to devote more time to 
research. Dr. Sheppard will continue to teach at the School 
of Medicine. Dr. Cox was appointed to the university in 1935 
and has been an assistant clinical professor of ophthalmology 
and associate university physician. He plans to represent the 
university at the Sixteenth International Congress of Ophthal- 
mology in London in July. Dr. Cox received his M.D. degree 
from the George Washington University in 1926, 


GEORGIA 


Another Chapter of Research Society.—A branch of the 
Scientific Research Society of America has been installed at 
the Communicable Disease Center of the U. S. Public Health 
Service in Atlanta, Ga. It is the sixth chapter established in 
the United States. Two national officers participated: Donald 
B. Prentice, Sc.D., director, and George A. Baitsell, LL.D., 
treasurer. Ralph T. Overman, Ph.D., chairman, Special Train- 
ing Division, Oak Ridge (Tenn.) Institute of Nuclear Studies, 
spoke on nuclear science in public health. Ninety-three charter 
members belong to the new Atlanta Branch. Dr. Raymond A. 
Vonderlehr, medical director in charge of the Communicable 
Disease Center, has been elected president and Marion M. 
Brooke, Sc.D., secretary-treasurer. 


ILLINOIS 


Special Train to San Francisco Meeting.—The 1950 
annual session of the American Medical Association will mark 
the first time the Illinois State Medical Society has sponsored 
a special train. A special itinerary is being planned. Infor- 
mation may be obtained from the Chicago Office of the Illinois 
State Medical Society, 30 North Michigan, Chicago 2, or from 
the Burlington Railroad, 105 W. Adams Street, Chicago 3. 

Public Health Association Meeting.—The annual con- 
ference of the Illinois Public Health Association will be held 
at the Hotel Leland in Springfield April 20-21. Speakers at 
the general session include Dr. Henry F. Vaughan, Ann Arbor, 
Mich., “A New Look at Public Health Practice,” and Mr. Law- 
rence J. Link, Chicago, “Rehabilitation and Its Relationship to 
the Field of Public Health.” The annual banquet will be held 
at 6:30 p. m. with Dr. Gaylord W. Anderson of the University 
of Minnesota School of Public Health, Minneapolis, as the 
dinner speaker. Section meetings will be held on Friday for 
nurses, educators and nutritionists; sanitary engineers; labora- 
tory workers, and health officers. 


Chicago 

Personals.—Dr. Eric Oldberg has been elected to the board 
of directors of the John Crerar Library to fill the vacancy left 
by the resignation of Dr. Ludvig Hektoen. Dr. Oldberg is pro- 
fessor and head of department of neurology and neurologic 
surgery at the University of Illmois College of Medicine. 

Memorial Scholarship Fund.—A $12,000 scholarship fund 
has been established at the University of Chicago Medical School 
in memory of the late Dr. Henry R. Boettcher, surgical special- 
ist and member of the first staff of Chicago’s Englewood Hos- 
pital and a professor at Rush Medical College who died Feb. 
5, 1945. Recipients of the first scholarships granted from this 
fund are Lawrence S. Sonkin, Robert S. Goldsmith and 
Franklin D. Sidell. 
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BCG Vaccine.—Dr. Robert G. Bloch, professor of medicine, 
University of Chicago School of Medicine, has been appointed 
a member of the medical advisory committee of the Research 
Foundation of the University of Illinois. The foundation is 
the nonprofit group subsidizing production and distribution 
of antituberculosis vaccine (BCG) at Tice Laboratory, Chicago. 
BCG vaccine is supplied by Research Foundation to antituber- 
culosis vaccination programs in 14 states, Alaska, Guam and 
the District of Columbia. 

Lectures in Chemotherapy.—A lecture series on Frontiers 
in Chemotherapy will be presented by the Chicago Medical 
School on Wednesdays at 12:30 April 12 to May 31. Lectures 


are as follows: 
April 12, Oscar Felsenfeld, Recent Advances in the Chemotherapy of 


Virus Diseases. 
April 26, Klaus R. W. Unna, Antihistaminic Drugs. 


Ma) 

May 17, Alfred G. Karlson, Ph.D., Rochester, Minn., Recent Advances 
in Antibiotic Therapy with Special Reference to Tuberculosis. 

May 24, Leon O. Jacobson, Recent Developments in the Chemotherapy 


of Neoplastic Diseases. 
May 31, Jay A. Smith, Ph.D., Autonomic Blocking Agents. 


MARYLAND 


medicine and _ rehabilitation, 
Medical Center, on 


all of Baltimore, will be Drs. Helen H. Arthur; Ephraim 
Lisansky of the University of 
Ravitch of Johns Hopkins University. 


MASSACHUSETTS 


versity on April 25. 


evening session will be multiphasic screening. 


scheduled. 


Public Health Association. 


of the association at Boston University April 25. 


recipient. 


workers, a psychologist and two clerks. 


ing the creation of clinic facilities for psychiatric patients. 


as to require hospitalization. 


MONTANA 


and came to Missoula in 1905. 


board of health. 


Annual State Meeting in Baltimore.—The Medical and 
Chirurgical Faculty of the State of Maryland will convene in 
Osler Hall, Baltimore, April 24-26, under the presidency of 
Dr. A. Austin Pearre, Frederick. The Ridgeway Trimble Fund 
Lecture will be given at the evening meeting Tuesday by 
Dr. Howard A. Rusk, chairman of the department of physical 
New York University-Bellevue 
“Medicine's Number One Problem.” A 
symposium on “Psychosomatic Medicine in Relation to the 
Gastrointestinal Tract” will be held Tuesday afternoon with 
Dr. Louis A. M. Krause, Baltimore, as moderator. Participants, 


Maryland and Markus M. 


Public Health Meeting.—‘“Looking Ahead in Public Health” 
will be the theme of the Massachusetts Public Health Associa- 
tion’s spring meeting at Hayden Auditorium of Boston Uni- 
Section meetings, which will include 
discussions on cerebral palsy, care of the aged, industrial health, 
sanitation, intercommunity reporting of diseases dangerous to 
the public health and group dynamics, will be held from 3:30 to 
5:30 p. m., followed by dinner at 6 p.m. The topic of the general 

Special events 


commemorating the 60th anniversary of the association are 


Shattuck Award Instituted.— Creation of the Lemuel 
Shattuck Award to be given annually in recognition of “dis- 
tinguished” service by a New Englander in the broad field of 
public health has been recently announced by the Massachusetts 

The first award for outstanding 
service will be presented at the sixtieth anniversary meeting 

Other events 
commemorating founding of the association also have been 
planned. Dr. Hugh R. Leavell, professor of public health prac- 
tice, Harvard School of Public Health, Boston, is chairman of 
the Shattuck Award Committee, who will name this year’s 


New Psychiatric Outpatient Department.—A new psy- 
chiatric outpatient department affiliated with the Boston State 
Hospital was opened February 15 for diagnosis and treatment 
of emotional problems of adults. The clinic, sponsored by 
Dr. Walter E. Barton, superintendent of the hospital, will oper- 
ate on a full time basis under the direction of Dr. James Mann, 
senior psychiatrist of the hospital, with a staff of two social 

The clinic honors 


the name of the late Dr. L. Vernon Briggs, a pioneer in foster- 

The 
aim of the clinic is to apply principles of preventive mental 
hygiene to emotional problems before they become so disabling 


Society Honors Health Officer.—A dinner honoring Dr. 
Frank D. Pease, retired, public health officer for Missoula 
county and city for about 40 years, was given by the Western 
Montana Medical Society February 13. Dr. Pease graduated 
from the Jefferson Medical College of Philadelphia in 1893 

Present at the meeting were 
three members of the staff of the U. S. Public Health Service 
of Hamilton Laboratories and a representative of the state 
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NEBRASKA 
State Medical Meeting in Lincoln.—The Nebraska State 


Medical Association will hold its annual meeting May 1-4 at 
the Hotel Cornhusker in Lincoln, under the presidency of 
Dr. Joseph C. McCarthy, Omaha. Visiting speakers include: 


Harold J. Kullman, Detroit, Management of Ulcerative Colitis. 
Osborne A. Brines, Detroit, Unusual Metastatic Tumors. 
Grover C. Penberthy, Detroit, Surgical Problems of the Abdomen in 


the Newborn and Infant. 

Carl P. Huber, Indianapolis, Endometritis. 

Lyman T. Meiks, Indianapolis, Common Problems of the Newborn, 

John A. Campbell, Indianapolis, Use of X-Ray in Obstetrics and 
Gynecology. 

Sprague H. Gardiner, Indianapolis, Psychosomatic Problems in Obstetrics 
and Gynecology. 

Arthur L. Miller, Washington, D. C., Subject to be announced. 

William J. Grace, New York, Relation of Life Stress to Colonic 


Function and to the Pathogenesis of Ulcerative Colitis. 
Lawrence E. Hinkle Jr., New York, Relation of Life Stress to Ketone, 
Glucose and Water Metabolism: Pathogenesis of Diabetic Acidosis 


in Humans. 


Stewart G. Wolf Jr., New York, Relation of Life Stress to Gastric 
Function and the Pathogenesis of Peptic Ulcer. 

On Tuesday afternoon the Detroit physicians, all of Wayne 
University College of Medicine, will present a panel discussion on 
“Massive Hemorrhage from the Upper Gastrointestinal Tract,” 
with Dr. Charles W. McLaughlin Jr., Omaha, as moderator, 
The Indianapolis physicians from the Indiana Medical Center 
will take part in a panel discussion on “Prolonged Labor” 
Wednesday afternoon with Dr. Daniel P. McCleery, Beatrice, 
acting as moderator. The New York physicians will present 
a panel discussion on “Leading Factors in the Medical Man- 
agement of Gastrointestinal Disorders, Cardiospasma, Dyspepsia, 
Peptic Ulcer, Mucous and Ulcerative Colitis” Thursday after- 
noon with Dr. Julian E. Meyer, Columbus, as moderator. The 
Woman's Auxiliary will meet at the hotel May 1-2. The 


banquet will be Wednesday at 7 p. m. 


NEW MEXICO 


Medical Society to Investigate State Institutions.— 
The New Mexico Medical Society was recently granted the 
privilege by the governor of the state to investigate the health 
tacilities and medical care and treatment of persons in all state- 
supported institutions. The request by the society to inspect 
these institutions was prompted by charges of mistreatment of 
patients and mismanagement. Dr. James W. Hannett, presi- 
dent of the medical society, has appointed three committees to 
investigate the state institutions: Drs. Carl H. Gellenthien of 
Valmora, Albert S. Lathrope of Santa Fe and Alan Jacobson 
of Albuquerque; Drs. Erich P. Hausner of Santa Fe, Percy G. 
Cornish of Albuquerque and Harold M. Mortimer of Las Vegas; 
Drs. George S. Morrison of Roswell, Rodger E. MacQuigg of 
Albuquerque and William L. Minear, Hot Springs. A written 
report of these committees will be submitted to the governor 
of the state, to the various boards in charge of the institutions 
and to the New Mexico Medical Society. 


NEW YORK 


University Appointment.—Dr. Gordon K. Moe, Ann 
Arbor, Mich., has been appointed professor of physiology at 
the State University of New York College of Medicme m 
Syracuse. He graduated from Harvard Medical School, Bos- 
ton, in 1943. From 1944 to 1946 he was assistant professor of 
pharmacology at the University of Michigan Medical School 
in Ann Arbor and was promoted to associate professor in 1 

Grant for Rheumatic Fever Research.—The College of 
Medicine of New York University-Bellevue Medical Center 
has received a grant of $62,532 from the Free and Accepted 
Masons of New York to be used for research on rheumatic 
fever and allied diseases. This is the second grant made by 
the organization to the college; the first amount to 
was made about a year ago. This bring to $500,000 the total 
figure which the fraternal order has contributed to the various 
institutions for research in this disease. 

Dedicate Research Laboratories. — Dedication of the 
Research Laboratories of Sterling-Winthrop Research Inst 
tute at Rensselaer will take place at 2 p. m. May 17-18 “7 
program will be followed by: a symposium “The Shape 
Things to Come,” in which Drs. Otto Loewi and Rene ). 
Dubos of New York and Wendell M. Stanley, Sc.D., Berkeley 
Calif., will discuss the next half-century in pha } 
microbiology and virology, respectively. A dinner 1s schedlet 
at 7:15 p. m. at the DeWitt Clinton Hotel in Albany. with 
10 a. m. on Thursday the symposium will be concluded Des 
Dr. Albert von Szent-Gyérgyi of Bethesda, Md, =e ork. 
Cornelius P. Rhoads and William Dock, both of New 
discussing the- next half-century in biochemistry, cancer 
research and clinical medicine, respectively. 
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New York City 


Seventh Harvey Lecture.—Isidore Gersh, Ph.D., associ- 
ate professor of anatomy at the University of Chicago, will 
deliver the seventh Harvey Lecture of the current series at the 
New York Academy of Medicine April 20 on “Ground Sub- 
stance and the Plasticity of Connective Tissues.” 

Society Election.—Dr. William G. Childress, physician in 
charge oi the Tuberculosis Division of Grasslands Hospital, 
Valhalla, has been reelected chairman of the Tuberculosis Sana- 
torium Conference of Metropolitan New York. Donald E. 
Porter, head of the Tuberculosis Division of the New York 
Tuberculosis and Health Association, was elected secretary, 
and Godias J. Drolet, assistant director of the tuberculosis 
association, was named consulting statistician. 

Dr. Best Delivers Herter Lecture.—Dr. Charles H. Best, 
Toronto, Canada, co-discoverer of insulin, delivered the forty- 
seventh annual Christian A. Herter Lecture at New York Uni- 
versity College of Medicine. Dr. Best, professor of physiology 
at the University of Toronto, spoke March 20 on “Hormonal 
and Dietary Factors in the Control of Fat Deposition” and on 
March 21 on “Recent Work on Insulin.” The Herter Lecture- 
ship was established by Dr. Herter, former professor of chem- 
ical pathology, in 1904, to provide annual lectures on advances 
in medical science. 


OHIO 
Dr. Ashe Resigns.—Dr. William F. Ashe, associate pro- 
fessor of industrial medicine at the University of Cincinnati 


College of Medicine, has resigned to become chief of the medical 
service of the Holzer Clinic and director of the department 
of internal medicine of the Holzer Hospital in Gallipolis. 
Dr. Ashe came to Cincinnati from Western Reserve University 
School of Medicine, Cleveland, in 1938. In 1940 he became 
instructor in medicine and research associate in applied physi- 
ology at the College of Medicine. After World War II he 
returned to the university to a dual appointment in the College 
of Medicine’s department of internal medicine and in the Ketter- 
ing Laboratory of Applied Physiology, where he has been 
engaged in the development of postgraduate medical education 
and research in the field of industrial health. 


PENNSYLVANIA 
State General Practice Meeting. — The Pennsylvania 
Academy of General Practice will hold a meeting May 24-26 
in Harrisburg. The speakers will be: 


oseph Seifter, Philadelphia, Use of Steroids in Treatment of Arthritis. 
rl D. Osborne, Buffalo, Common Skin Diseases. 
nw Jacobson, Buffalo, Management of Endocrine Defects in 
hidren. 
Alexander Brunschwig, New York, Malignancy as Seen by the General 
Practitioner. 
Perry S. MacNeal, Philadelphia, Headaches. 


Public Health Appointments.—Dr. Cleon J. Gentzkow, 
ixville, has been appointed director of the Bureau of 
Laboratories of the Pennsylvania Department of Health. He 
served in the U. S. Army Medical Corp in World Wars I and II. 
Dr. Robert H. Ivy, Philadelphia, is head of the new Cleft 
Palate Division of the department. He is a graduate of the 
University of Pennsylvania School of Medicine, Philadelphia 
(1907), and also holds a degree in Doctor of Dental Surgery 
from the university. The new chief of the Crippled Children’s 
Division of the department is Dr. Franklin E. Chamberlin of 
Glen Olden. A graduate of Temple University School of 
Medicine, Philadelphia (1922), he has been chief of surgery 
including orthopedic surgery at Taylor Hospital in Ridley 
Park and Fitzgerald-Mercy Hospital in Upper Darby. 


Philadelphia 

Appointed to National Board.—Dr. John P. Hubbard 
assumed the position of associate secretary on the executive 
staff of the National Board of Medical Examiners, Philadelphia, 
on March 1, after his resignation as director of the Committee 
for the Improvement of Child Health of the American Academy 
of Pediatrics. Dr. Hubbard will also be professor of public 
th and preventive medicine and head of the department of 
the University of Pennsylvania on a part time basis on April 1 

4 reported in Tue JourNAL February 18, page 496. 
. Esmond Long to Receive Strittmatter Award.— 
- Esmond R. Long, director of the Henry Phipps Institute 
the study, treatment and prevention of tuberculosis, has 
| selected by the Philadelphia County Medical Society to 
Teceive the twenty-sixth annual Strittmatter Award April 12 
at the society building, 301 South 21st Street, at a joint meeting 
' Laennec Society of Philadelphia. The award, consist- 
_ of a gold medal and scroll, was established in May 1923 
Dr. I. P. Strittmatter and is given “to any physician making 
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a valuable contribution to the healing art, including remedial 
measures, surgical, medical, or contribution to one of the funda- 
mental sciences of medicine having a beneficial influence on 
either surgery or medicine, or for any extraordinary meritorious 
service redounding to the credit of the medical profession.” 
Last year’s recipient was Dr. Catharine Macfarlane. 

Hospital Hearing Project.—Medical authorities at the 
University of Pennsylvania have instituted a new hearing 
project for those persons whose hearing defects are severe 
enough to constitute job handicaps. In the hearing center, 
set up in the hospital of the university in cooperation with the 
Bureau of Vocational Rehabilitation of the State of Penn- 
sylvania, classes are being organized for men and women 
in the 16 to 65 age group. Members are required to spend a 
minimum of 25 hours weekly in hearing reclamation procedures. 
Auditory training includes speech correction, lip reading, 
psychology and the anatomy and physiology of hearing. Tests 
are given and recommendations are made as to the choice of 
an effective hearing aid device. The project is supported by 
the Federal Security Agency under the administration and 
supervision of the Pennsylvania State Board of Vocational 


Education. 
TENNESSEE 


First Pilcher Memorial Lecture.—Pi Chapter of the Phi 
Chi medical fraternity will inaugurate the Cobb Pilcher Memo- 
rial Lectureship April 13 at 8 p. m. in the amphitheater of the 
Vanderbilt University School of Medicine, Nashville, when 
Dr. Percival Bailey of the University of Illinois College of 
Medicine, Chicago, will speak on “The Structure and Function 
of the Cerebral Cortex.” This lectureship has been established 
in memory of Dr. Cobb Pilcher, former neurosurgeon and 
associate professor of surgery at Vanderbilt who died in 
September 1949. 

State Medical Meeting at Memphis.— The Tennessee 
State Medical Association will hold its annual meeting at the 
Hotel Peabody in Memphis April 10-12, under the presidency 
of Dr. Nathaniel S. Shofner, Nashville. Guest speakers include : 


Ralph V. Platou, New Orleans, Prenatal Influences. 
Ralph P. Townsend, Yonkers, N. Y., Etiologic Aspects of Enuresis. 
Elmer L. Henderson, Louisville, Ky. 
R. Robins, Camden, Arkansas, The Citizenship Responsibilities of 
the Physician. 
William B. Seaman, St. Louis, The Pulmonary Vessels in Roent- 
genologic Diagnosis. 
Tuesday morning there will be a symposium on the “Use of 
Isotopes in Polycythemia Vera and Certain Diseases of the 
Thyroid,” with Dr. George T. Wilhelm, Knoxville, as moderator. 
On Wednesday morning a symposium on “Gastrointestinal Dis- 
eases” is scheduled, with Dr. Fay B. Murphy, Chattanooga, as 
moderator. The annual banquet will be Wednesday at 7 p. m. 
The Women’s Auxiliary will meet April 11-12. Various special 
state societies will hold meetings at this time. 


TEXAS 


New Dean of Southwestern.—Dr. Carl A. Moyer will 
become dean of Southwestern Medical School of the University 
of Texas on September 1. He will succeed Dr. W. Lee Hart, 
who will retire on August 31. At the same time Dr. Atticus J. 
Gill of the university will become associate dean. Dr. Moyer, a 
graduate of the University of Michigan Medical School, Ann 
Arbor (1937), will continue as professor of experimental surgery. 
He has been a member of the Southwestern medical faculty 
since 1945. Dr. Gill, associate professor of surgical pathology, 
will continue his teaching position also. He is a graduate of 
New York Medical College, New York (1938), and has been 
on the faculty since 1943. 

Meetings on Cancer and Pathology.—Three meetings oi 
interest to scientists and physicians will be held at the Texas 
Medical Center, Houston, May 12-13. Featured speakers wili 
be Dr. Albert C. Broders of the Mayo Clinic, Rochester, 
Minn.; Dr. Marshall Brucer of the Oak Ridge (Tenn.) Insti- 
tute of Nuclear Studies and Dr. Cornelius P. Rhoads of 
Memorial Hospital, New York. The meetings include: (1) 
the fourth annual symposium on fundamental cancer research 
of the University of Texas M. D. Anderson Hospital for Can- 
cer Research, Houston, during which one-half day will be 
devoted to selected papers on the subject of isotopes in cancer 
research, (2) a cancer pathology conference of the University 
of Texas Postgraduate School of Medicine, on “Tumors of 
Muscle Origin” and (3) a south central regional meeting of 
the College of American Pathologists, with co-participation 
in the symposium and pathology conference. Dr. Rhoads is 
the banquet speaker the evening of May 12. Further informa- 
tion may be obtained from William O. Russell, M.D., 2310 
Baldwin Street, Houston 6. 
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VIRGINIA 
Dr. Allan Heads Orthopedic Department.—Dr. John H. 


Allan, associate professor ot orthopedics at the University of 
Pennsylvania School of Medicine, Philadelphia, will take over 
his duties at the University of Virginia Department of Medicine, 
Charlottesville, July 1 as professor of orthopedics and chairman 
of the department. He succeeds the late Dr. Robert V. Funsten. 
Dr. Allan received his medical degree from Johns Hopkins 
University School of Medicine, Baltimore, in 1933. He is chief 
of the orthopedic department at St. Christophers Hospital for 
Children, the Germantown Hospital, and the Chestnut Hill 


Hospital in Philadelphia. 


WEST VIRGINIA 


Society News.—The third annual meeting of the West Vir- 
ginia Academy of Ophthalmology and Otolaryngology will be 
held at the Greenbrier, White Sulphur Springs, May 8-9. 

Mr. Simons Dies.—Mr. Algie M. Simons, assistant director 
of the Bureau of «Medical Economics from March 1932 until 
his retirement in October 1944, died at his home in New Mar- 
tinsville, W. Va., March 11, aged 79. While at the American 
Medical Association Headquarters he compiled “Index and 
Digest of Official Actions of the American Medical Association, 
1904-1942.” He was the author of “The American Farmer,” 
“Class Struggles in America,” “Social Forces in American 
History,” “Wasting Human Life,” “Personnel Kelations in 
Industry” and “Production Management.” 

State Health Conference.—The annual State Health Con- 
ference will be held at the McLure Hotel in Wheeling May 
4-5. Topics to be discussed on the first day are “Health Pro- 
tection for All,” “The Local Board of Health,” and “Selling 
Health to the Community.” On the second day papers will be 
presented on “The Community’s Stake in the School Health 
Program,” “Providing Public Health Training for West Vir- 
ginians” and “Community Mental Health Is tverybody’s Job.” 
Section meetings will be held each afternoon on health admin- 
istration, public health nursing, industrial hygiene, sanitation, 
public health education, human relations and clerical and vital 

statistics. The annual banquet is scheduled for Thursday 


evening. 
WISCONSIN 

Personal.—Dr. Harry E. Kasten of Beloit has retired as 

president of the Stateline Council of Boy Scouts, a position he 
has held 14 years. He has been active in scouting work 28 
years. 
Navy Doctor to Receive Marquette Alumni Award.— 
Comdr. Thomas J. Canty (MC, USN), officer in charge of 
the amputation program at the Mare Island Naval Hospital, 
Vallejo, Calif. received the annual Marquette University 
Alumni Award of the medical school for outstanding work in 
rehabilitation of the physically handicapped March 18 in Mil- 
waukee. Commander Canty has been instrumental in the 
development of many improvements in artificial limbs and 
orthopedic devices. Some 33 research projects are currently 
being studied under his direction. He is credited with estab- 
lishing one of the first rehabilitation centers for naval war cas- 
ualties at the U. S. Naval Hospital, Sun Valley, Idaho. The 
commander received his M.D. degree from Marquette Univer- 
sity School of Medicine, Milwaukee, in 1936. 

Integrate State and Medical School Program.—The 
University of Wisconsin regents on March 11 approved the 
integration of the Mental Hygiene Division of the state board 
of public welfare and the Wisconsin Psychiatric Institute of 
the University Medical School. Dr. Leslie A. Osborn, head of 
the University of Buffalo psychiatry department, was appointed 
director of the joint program and professor of psychiatry, effec- 
tive July 1. Dr. William F. Lorenz, Madison, present director 
of the Wisconsin Psychiatric Institute, who is within a few 
years of the retirement age, will continue his current functions 
related primarily to the laboratory services of the institute. 
Dr. Osborn was graduated with honors from the University 
of Melbourne Faculty of Medicine, Australia, and also received 
an M.D. from the University of Buffalo School of Medicine in 
1945. He has been attending psychiatrist at the Edward J. 
Meyer Memorial Hospital, Buffalo, since 1941. He was certi- 
fied by the American Board of Psychiatry and Neurology in 
1944. Action by the last legislature to remove financial limita- 
tions and planning sessions between Dean William S. Middleton 
of the university medical school and other state officials resulted 
in the integration prégram between the medical school and the 


board of public welfare. 


GENERAL 


Physical Medicine and Therapy.—The New England 
Society of Physical Medicine and the Rhode Island Chapter 
American Physical Therapy Association will meet at the 
Veterans Administration Hospital, Davis Park, Providence 
R. 1, April 19 at 7:30 p. m. Subjects under discussion will 
be “The Physical Treatment of Ultraviolet Light Allergy” 
and “A Method of Rapid Progressive Neuromuscular Reedu- 
cation.” Physicians and physical, occupational and correctional 
therapists are invited. 

Industrial Journal Names Editors.—Dr. Carey P. McCord, 
Detroit, has been recently appointed consultant editor and Dr. 
Jean S. Felton, Oak Ridge, Tenn., as editor of /ndustrial Medi- 
cine and Surgery. Dr. McCord is medical director of the 
Industrial Health Conservancy Laboratories in Detroit and 
Dr. Felton, medical director of the Oak Ridge, (Tenn.) National 
Laboratory. Appointments were made to fill the vacancy made 
by the death of Dr. Clarence O. Sappington, who was editor 
since its inception in 1932. 

_ Meeting of Societies for Experimental Biology.—The 
Federation of American Societies for Experimental Biology 
will meet in Atlantic City, N. J., April 17-21 with headquarters 
at the Hotel Traymore. The federation is composed of the 
American Physiological Society, American Society of Biological 
Chemists, American Society for Pharmacology and Experi- 
mental Therapeutics, American Society for Experimental 
Pathology, American Institute of Nutrition and the American 
Association of Immunologists. Scientific sessions wil! be held 
in Convention Hall. 

Aniseikonia Patents Dedicated to the Public.—The 
United States Patent Office recently announced that the Han- 
over Institute of Hanover, N. H., does “assign, transfer, give 
and dedicate the following Letters Patent and the inventions 
therein specifically claimed to the people of the United States 
of America for public use forever.” The twenty-six patents 
listed were granted while the Dartmouth Eye Institute was 
interested mainly in problems of binocular vision, especially 
aniseikonia. Copies of the patents may be obtained from the 
U. S. Patent Office, Washington 25, D. C., for 25 cents. 

International Dermatology Congress.—The Tenth Inter- 
national Congress of Dermatology will be held in London during 
the summer of 1952, under the presidency of Sir Archibald 
Gray. A preliminary program will be prepared during the 
current year. As a result of the disruption produced by the 
last war, addresses of the secretaries of certain dermatologic 
societies are not available, so that all those interested are 
asked to communicate with the General Secretary, Dr. Gordon 
B. Mitchell-Heggs, at the Institute of Dermatology, St. John’s 
Hospital for Diseases of the Skin, Lisle Street, Leicester Square, 
London, W.C.2. 

Therapeutic Society Meeting.—The annua! meeting of 
the American Therapeutic Society will be held in Boston, April 
13-16 under the presidency of Dr. Daniel L. Sexton of St. Louis. 
A symposium on ACTH and cortisone will be presented Friday 
afternoon with Drs. Willard O. Thompson, Chicago ; George W. 
Thorn, Boston; W. Paul Holbrook and Donald F. Hill, Tucson, 
Ariz., and Francis M. Pottenger Jr., Monrovia, Calif., as the 
participants. The president’s reception at 7:30 p. m. April 15 
will be followed by the annual banquet at the Copley Plaza 
The dinner speaker will be Dr. Leland S. McKittrick, Brookline, 
Mass., on the subject “The Doctor Has a Patient.” 

Fellowships in Rheumatic Diseases.—The New England 
chapter of the Arthritis and Rheumatism Foundation is support 
ing clinical fellowships to physicians practicing or intending to 
practice in New England. The fellowships of 3 to 12 months 
involve participation in staff work by assignment to arthritis 
clinics in Boston and carry a $300 to $500 per month stipend. 
Applicants must be graduates of class A medical schools m 
the United States who have completed at least one year’s inter 
ship. Applications should be directed to Dr. Hans Wait, 
Medical Director, New England Chapter, Arthritis and Rhew 
matism Foundation, 201 Devonshire Street, Boston. 

Surgical Meeting.—Dr. Carl C. Howard of Glasgow, Ky. 
was elected president of the Southeastern Surgical Congress at 
the annual meeting in Washington, D. C., March 6-9. Dr 
Joseph S. Stewart of Miami, Fla., was named president-elect 
and Dr. Benjamin T. Beasley of Atlanta, Ga., was reelected 
secretary-treasurer. In his presidential address, Dr. Robert J: 
Wilkinson, Huntington, W. Va., called for an end to the treat 
ment in veterans hospitals of veterans with non-servi 
disabilities. He recommended that a large number of the bot 
pitals be turned over to states and communities to help alleviate 
the acute shortage of beds. Dr. Wilkinson's were 

officially in a resolution adopted by the congress 


ear a, 
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Thoracic Surgeons’ Meeting.—The American Association 
for Thoracic Surgery will meet April 15-18 at the Cosmopolitan 
Hotel in Denver, under the presidency of Dr. Edward J. 
O'Brien, Detroit. Among others the following papers will 
be presented : 
Edward D. Churchill, Richard H. Sweet, Lamar Soutter and John G. 
Scannell, Boston, Surgical Management of Carcinoma of the Lung. 
Brian B. Blades, Edward J. Beattie Jr. and (by invitation) William 
Elias, Washington, D. C., Surgical Treatment of Intractable Asthma. 
Ross Robertson and Thomas R. Sarjeant, Vancouver, B. C., Reconstruc- 
tion of the Esophagus. : 
Robert C. Laird and Charles E. Lindenfield, Toronto, Canada, One 
Stage Thoracoplasty for Pulmonary Tuberculosis. 


The banquet is scheduled for Sunday at 8 p. m. 

Viral and Rickettsial Registry.—This registry has been 
instituted to fill the growing need for an available stock of 
documented viral and rickettsial agents. Through generous 
cooperation and contributions by numerous investigators, pre- 
pared specimens of selected viruses and rickettsiae are ready 
jor distribution through the American Type Culture Collection, 
29 M Street, N. W., Washington 6, D. C. A catalog of the 
viral and rickettsial agents available with their histories, costs, 
methods of shipment and other pertinent data may be obtained 
from the Culture Collection on request. This information is 
not included in the fifth edition of “Catalogue of Cu’tures” 
released in 1949 (Tue JouRNAL, Nov. 19, 1949, page 848). 

Music Foundation Seeks Funds.—The Music Research 
Foundation, a nonprofit membership corporation dedicated to 
the development of music as an adjunctive form of therapy 
in the fieds of medicine and psychiatry, plans an intensive mem- 
bership drive to assist in raising funds to expand its work. 
The founrlation has determined to broaden the field of its investi- 
gations an make available fellowships for study in conjunction 
with affiliated hospita's, universities and other medical and 
psychiatric channels. Contributions may be sent to the treasurer, 
Charlotte Willkie Pihl, or to Gladys Swarthout, chairman of 
members!)ip, at national headquarters, 654 Madison Avenue, 
where additional information may be obtained. 

WHO Names New Assistant Director-General.— Major 
Gen. Sir Sahib Singh Sokhey, director of the Haffkine Insti- 
tute at Bombay, India, has been appointed assistant director- 
general of the World Health Organization. The institute 
specializes in serum and vaccine production. Dr. Sokhey’s work 
has included clinical studies on the treatment of bubonic 
plague and cholera. He was formerly a member of WHO's 
Expert Committee on Biological Standardization and the Expert 
Committee on Plague. He studied at Edinburgh, London, Johns 
Hopkins, Harvard Medical School, Cambridge University and 
University of Toronto Faculty of Medicine. Dr. Sokhey will 
replace Dr. Raymond Gautier, whose retirement was recently 
announced. 

Board Associate Examiners.— The American Board of 
Obstetrics and Gynecology announces that the following physi- 
cians will serve as associate examiners at the coming oral and 
pathology examinations to be held at the Shelburne in Atlantic 
City, N. J.. May 21-28 inclusive: Drs. C. A. Behney, Los 
Alamos, N. M.; Leroy A. Calkins, Kansas City, Kan.; 
Samuel A. Cosgrove, Jersey City, N. J.; Russel R. deAlvarez, 
Portland, Ore.; Josiah R. Eisaman, Pittsburg, Pa.; George H. 
Gardner, Chicago; Ward F. Seeley, Detroit; John W. Harris, 
Madison, Wis.; Andrew A. Marchetti, Washington, D. C.; 
John L. Parks, Washington, D. C.; Ralph A. Reis, Chicago; 
aeert E. Schmitz, Chicago, and Frank E. Whitacre, Memphis, 

enn. 


Tuberculosis Association Meeting—The forty-sixth 
annual meeting of the National Tuberculosis Association will 
be held April 24-28 at the Hotel Statler, Washington, D. C. 
Meeting concurrently will be the American Trudeau Society 
and the National Conference of Tuberculosis Secretaries. 
Medical sessions will be devoted to the chemotherapy of tuber- 
culosis, surgical aspects of tuberculosis, laboratory investiga- 
tions and nontuberculous diseases of the chest. Tentative plans 
for the public health sessions are for discussion of the non- 
hospitalized patient, evaluation of communitywide programs 
and new developments in community health organization. Public 
= exhibits will be displayed throughout the meeting. 
—— may be obtained from the National Tuberculosis 

ssociation, 1790 Broadway, New York 19. 

Drs. Kendall and Hench Receive Passano Award.—The 
hs Foundation announces a $5,000 cash award for 1950 
both ward C. Kendall, Se.D., and Dr. Philip S. Hench, 

ath of the Mayo Clinic, Rochester, Minn., for studies in 
and as related to the administration of cortisone 
Par ted hormones. The award will be presented at the 
al award dinner at the St. Francis Hotel in San Francisco 

une 28, when Dr. Elmer L. Henderson, Louisville, Ky., 
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President-Elect of the American Medical Association, will speak, 
and officers of the association will be guests. The Passano 
Foundation was established in 1943 by the Williams & Wilkins 
Company, medical publishers, Baltimore, to aid in the advance- 
ment of medical research, especially that which bears promise 
of clinical application. There have been five previous awards. 

American Surgical Association.—This association will 
hold its annual meeting at the Broadmoor Hotel in Colorado 
Springs, April 19-21, under the presidency of Dr. Thomas 
G. Orr, Kansas City, Kan. Papers to be presented by a single 
author are as follows: 

Isadore S. Ravdin, New York, Studies on Liver Injury and Liver 


Repair. 

Alfred Blalock, Baltimore, Treatment of Valvular Pulmonic Stenosis 
by the Method of Brock. 

J. William Hinton, New York, End Results of Physiologic Versus 
Pathologic Operative Procedures for Chronic Duodenal Ulcer During 
the Past Two Decades. 

Frank Glenn, New York, Secondary Operations for Duodenal Ulcer: 
A Review of 125 Cases. 

Donald R. Webster, Montreal, Quebec, Canada, Effect of Potassium 
Deficiency in the Gastrointestinal Tract. 

Bradiord Cannon, Boston, Management of Pressure Sores Following 
Spinal Cord Injuries. 

Meeting on Reproduction Problems.—The Committee on 
Human Reproduction of the National Research Council will hold 
its annual two day conference at the Hotel Commodore, New 
York, May 22-23. The subject for this year will be testis and 
ovary, eggs and sperm. Among the speakers will be David W. 
Bishop, Ph.D., University of Massachusetts, Amherst; Leslie C. 
Dunn, Sec.D., Herbert O. Elftman, Ph.D., and Earl T. Engle, 
Ph.D., Columbia University, New York; Helen W. Deane, 
Ph.D., Harvard Medical School, Boston; Henry A. Lardy, Ph.D., 
University of Wisconsin, Madison ; John McLeon, Ph.D., Cornell 
University Medical College, New York; Warren O. Nelson, 
Ph.D., University of lowa College of Medicine, Iowa City; 
Jack Schultz, Ph.D., Cancer Research Institute, Philadelphia, 
and George D. Snell, Sc.D., Jackson Memorial Laboratory, 
Bar Harbor, Maine. 


Incidence of Influenza.—For the week ended March 18 
reported cases of influenza in the nation increased from 27,045 
to 29,036, according to the U. S. Public Health Service. For 
the corresponding week last year 3,78) cases were reported. 
The five year (1945-49) median is 4,054. The cumulative total 
is 144,982, as compared with the corresponding total of 49,087 
for 1949 and 169,936 for 1946, the highest year during the last 
five years. Relatively large increases for the current week 
over the previous week were reported in Arkansas (788 to 
1,463), District of Columbia (0 to 30), Indiana (1 to 71) 
Kansas (71 to 316), Kentucky (13 to 91), Maryland (19 to 61), 
New Mexico (1 to 58), New Jersey (8 to 24) and New York 
(19 to 49). The 10 highest states and the number of cases 
reported are: Texas, 10,530; Virginia, 7,859; West Virginia, 
2,654; Oklahoma, 1,654; Arkansas, 1,465; Tennessee, 854; 
Alabama, 816; South Carolina, 407; Georgia, 330, and Kansas, 
316. The total cases reported by these 10 states is 26,895. 
Among the other states, eight reported no cases. 


Appointed to Health Information Foundation. — Mr. 
Kenneth Williamson, Chicago, formerly assistant director of 
the American Hospital Association, has been appointed executive 
secretary of the Health Information Foundation, New York. 
The foundation, sponsored by the pharmaceutical, drug and 
allied industries, was formed last month as a fact-finding organi- 
zation to study methods by which health facilities may be made 
available to all Americans without financial hardship. Mr. 
Williamson has worked in the hospital and health insurance 
fields for many years. Educated in business administration at 
the University of California at Los Angeles and the University 
of Southern California, he has been an administrative assistant 
in several hospitals, was executive director of the Association 
of California Hospitals and the Association of Western Hospi- 
ta's, and in 1943 joined the American Hospital Association in 
Chicago as secretary of its council on association relations. He 
subsequently became the association’s assistant director and 
secretary on administrative practice and last year became its 
assistant director in charge of program planning. 

American Documentation Institute.—This institute has 
published the first issue of the periodical American Documen- 
tation, a quarterly review of ideas, technic, problems and 
achievements in documentation, edited by Vernon D. Tate, 
Ph.D., of the Massachusetts Institute of Technology in Cam- 
bridge, Mass., and associate editors. The new periodical aims 
to furnish a clearing house for information about documentation 
from any source, publish original research, provide biblio- 
graphic and other control of the literature and serve as a 
medium for national and international cooperation and exthange 
of documentation. The institute will accept complete and 
detailed papers which are too bulky for publication in the 
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average journal and will make them a permanent deposit of 
the institute available to anyone interested. Publication of the 
journal is on a cooperative, nonprofit basis. Subscription rates 
are $5 per year in the United States and abroad; single copies 
are $1.50. Payment should be made to American Documenta- 
tion, 1719 N. Street N. W., Washington, D. C. Manuscripts 
should be directed to the editor, 77 Massachusetts Avenue, 
Room 14 § 216, Cambridge 39, Mass. 

Borden Awards.—During 1949 Borden Awards of a gold 
medal and $1,000 for outstanding contributions to scientific 
research were presented to nine American scientists. The 
awards are administered by eight professional and scientific 
associations. Those having medical implications are as follows: 
Dr. Fuller Albright, associate professor of medicine, Harvard 
Medical School, Boston, received the award through the Asso- 
ciation of American Medical Colleges “for extraordinarily 
original and monumental contributions to the understanding of 
the metabolism of bone and other tissues and their relation to 
the renal and endocrine factors which control them.” Kate 
Daum, Ph.D., diréctor of the department of nutrition, Univer- 
sity Hospitals and associate professor of theory and practice of 
medicine, State University of lowa College of Medicine, lowa 
City, received the award through the American Home Eco- 
nomics Association” for studies on influence of various levels 
of thiamine intake on physiologic response.” Harry J. Deuel 
Jr., Ph.D., dean of the Graduate School University of South- 
ern California, received the award through the American Insti- 
tute of Nutrition “for researches pertaining to the metabolism 
of carbohydrates, particularly lactose and galactose ; the metabo- 
lism and comparative nutritive values of fats and fatty acids, 
particularly those found in milk; the interrelationship of carbo- 
hydrate and fat metabolism; the effect of vitamin A and 
provitamin A intake on the vitamin A content of milks, and 
the site of conversion of carotene to vitamin A in the animal 
body.” Dr. Alfred H. Washburn, director, Child Research 
Council of Denver and research professor of pediatrics, Univer- 
sity of Colorado, received the award through the American 
Academy of Ped /atrics “for significant research on the blood 
of infants and children and his continuing studies of growth 
and development of the young over the important span from 
birth to adolescence.” The Borden Awards were established 
in 1936; a total of 81 presentations have been made. 

Physicians Training Against Atomic Warfare.—A nation- 
wide program of medical preparedness against atomic warfare 
was launched at the University of Rochester (N. Y.) School of 
Medicine and Dentistry on March 27. About 30 selected physi- 
cians from seven states took part in an intensive, week-long 
civilian defense course at the university’s new million dollar 
atomic energy project, in which all phases of atomic injuries 
and treatment were covered. The nationwide project was organ- 
ized by the National Security and Resources Board in coopera- 
tion with the Atomic Energy Commission. A similar program 
was conducted at Johns Hopkins University School of Medicine, 
Baltimore, at the same time, and other courses will be given later 
at the medical school of the University of California at Los 
Angeles, the University of Alabama in University, Western 
Reserve University in Cleveland, the University of Utah in 
Salt Lake City and at the Argonne National Laboratory. 
Physicians chosen to participate will serve as a nucleus of 
trained physician teachers to direct training and organization 
of doctors, nurses, dentists and allied professions in their respec- 
tive states. Each state will send qualified representatives of 
teachers in class A medical schools, physicians from each state 
health department, from osteopathic colleges, from the largest 
association of physicians and from cities having a population 
of 100,000 or more which are at least 75 miles from the nearest 
accredited medical school. The latter representatives will set 
up defense programs in their own cities. 

Subjects covered in the training program include the biologic, 
pathologic and genetic effects of radiation; the medical aspects 
of atomic explosions, mechanical and thermal injuries, radiation 
detection devices and their use, radiation therapy, practical con- 
siderations in dealing with an atomic bomb catastrophe and 
psychologic factors such as mass hysteria resulting from atomic 
disasters. The AEC is responsible for the initial regional train- 
ing program, and each state later will conduct its civilian 
detense training project to be organized and led by the medical 
representatives who attend the key regional sessions. The pur- 
pose is to provide at the state level a nucleus of physician- 
teachers trained in the medical aspects of atomic warfare. The 
Rochester Atomic Energy Project, financed by the AEC, was 
built as a center for the commission's progranr to train physicians 
and technicians in medical problems relative to atomic energy 
development. It is one of three major health projects supported 

by the AEC, the other two being at the University of California 
at Los Angeles and Argonne National Laboratory. 


MARRIAGES 


LATIN AMERICA 


Argentinian Congress of Radiology—The Second 
Argentinian Congress of Radiology will be held at Tucuman, 
Argentina, May 27-31. Subjects under discussion include: 
Tumors of the Colon, Cancer of the Esophagus, Retroperitoneal 
Emphysema, Radiologic Exploration of the Venous System, 
Hodgkin's Disease, Radiotherapy and Artificial Radioactive 
Substances in Medicine. Physicians discussing these topics 
include: Diego Fernandez Luna, Alvaro Bence, Jorge A, 
Taiana, Abel N. Canonico, J. Horacio Resano, and Alfredo 
Givré, all of Buenos Aires; Dr. Angel M. Usandivaras of 
Tucuman; S. Di Rienzo, Lazaro Langer and Alejandro Juri 
of Cérdoba; Eduardo S. Fiorito, Victor Coria, Victor Ananos, 
Ricardo Fiorito, Ricardo Puig, Luis F. Diez and A. Babini, all 
of Rosario; Lidio G. Mosca and Roberto Alvarez of Santiago 
del Estero; Raul Mayer of Santa Fe; Julio C. Barani, Juan 
J. Scandroglio, Eugenio C. Zebroni and Mario Cassinoni, all 
of Montevideo, Uruguay; Drs. Manuel Antenio Ambrad of 
Cartagena, Colombia, and Quirno Cadas Thompson of Asun- 
cion, Paraguay. Information will be obtained at the Executive 
Committee Headquarters, Gral. Paz 151, Cérdoba, Argentina, 


FOREIGN 

Paris Medical Days.—The University of Paris Faculty of 
Medicine will observe annual Medical Days of the Medical 
Clinic at Broussais’ Hospital in Paris, under the direction of 
Prof. Pasteur Vallery-Radot May 19-21. Conferences will be 
held by clinicians and laboratory men. Registration should 
be made in advance; the inscription fee of 2,000 francs should 
be sent to Prof. Jean Hamburger, 29, Boulevard de Courcelles, 
Paris 8e. 

Demonstrate Malaria Control in Iran.—A full scale 
malaria control demonstration will soon begin in Iran under a 
World Health Organization team headed by Prof. Mario Gia- 
quinto. The campaign will form part of a seven year plan for 
economic development undertaken by the Iranian government. 
Malaria is considered the most serious public health problem in 
all rural areas of the country. The campaign was started by 
the government and will be enlarged with WHO assistance. 
Professor Giaquinto of Rome has worked in Ethiopia for 14 
years, most recently as director of the Imperial Ethiopian 
Medical Research Institute at Addis Ababa. 


Deaths in Foreign Countries 

Sir Charles Gordon-Watson, for many years surgeon at 
Bartholomew Hospital in York, England, and long identified 
with the British Empire Cancer Campaign, died December 19, 
aged 75.——Dr. William D. Cruikshank, who was on the 
staff of the American University in Beirut, Lebanon, for twenty 
years and was director of public health service for the govern- 
ment of Syria following World War II, died February 2 m 
Beirut, aged 65 ——Dr. Assadour-Aram Altounyan, who ha 
practiced in Aleppo, Syria, for 66 years and opened a clinic 
which eventually became a modern hospital in the provinee 
of Syria, died January 12 in Aleppo, aged 93. Dr. Alt 
received his medical degree from the Columbia University 
lege of Physicians and Surgeons, New York, in 1883. He was 
a fellow ot the International College of Surgeons. 


CORRECTION 


Anesthesia for Patients with Pulmonary Emphysema— 
The index reference to the article by Dr. Perry P. Volpitto and 
Dr. John M. Brown of Augusta, Ga., entitled “Choice of 
Anesthesia for Patients with Pulmonary Emphysema, Was 
inadvertently omitted from the front cover of THe JouRNAL of 
March 25, 1950. This article appeared on page 897 in that issue. 


Marriages 


Dermott ANDREW Paut Situ, Washington, D. C., to Miss 
Marie Antoinette O’Kane of St. Louis, recently. 

Kevin BartHotomew O’Mattey, Bala~-Cynwyd, Pa, to Miss 
Irene Ann Allen of Cleveland, January 31. f 

Locxert Bemiss Mason, Richmond, Va., to Miss Mary 
McLean of Clinton, N. C., February 18. : 

Mitton Leonarp Kosrosky to Miss Elaine Harriet Albert 
both of Springfield, Mass., February 8. 2 

Lovick Epset’ Dickey Jr. Sylvania, Ga. to Miss Luella 
Lewis at Forrest City, Ark., recently. 
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Eldridge Lyon Eliason @ Philadelphia; born in Chester- 
town, Md., in 1879; University of Pennsylvania Department of 
Medicine, Philadelphia, 1905; during the following two years 
was an intern at University Hospital ; in 1907 joined the faculty 
of his alma mater as assistant instructor in surgery, serving 
for nine years, and in 1916 was made an instructor; became a 
lieutenant colonel in the Medical Corps of the U. S. Army, dur- 
ing World War I, was sent overseas, and served as chief sur- 
geon of Base Hospital 20 and as commanding officer of surgical 
team 61; in 1919, following his return to the faculty of his 
alma mater, was made an associate in surgery and four years 
later was promoted to assistant professor; became professor of 
clinical surgery in 1925 and later held the same post on the 
faculty of the graduate school of medicine; in 1936 became 
the John Rhea Barton professor of surgery at University of 
Pennsy!vania School of Medicine, where at the time of his death 
he was emeritus professor of surgery; member of the founders 
group of the American Board of Surgery; fellow of the Ameri- 
can College of Surgeons, of which he had been vice president, 
and of the College of Physicians in Philadelphia; member of the 
American Surgical Association, International College of Sur- 
geons and the American Association for the Surgery of Trauma ; 
served on the staffs of University, Presbyterian and Philadel- 
phia General hospitals; received the honorary degree of Doc- 
tor of Science from Washington College, estertown, Md., 
in 1924: author of textbooks on surgical nursing and on first 
aid; died in the Presbyterian Hospital March 6, aged 70. 


Hugh Leslie Moore @ Dallas, Texas; born in Tompkins- 
ville, Ky.. July 6, 1874; Bellevue Hospital Medical College, New 
York, 1897; chairman and professor of the department of pedi- 
atrics of Baylor University College of Medicine from 1908 until 
its removal from Dallas; held a similar position with South- 
western Medical College until his death; specialist certified by 
the American Board of Pediatrics; member of the House of 
Delegates of the American Medical Association in 1941, 1942 
and 1943; past president of the Southern Medical Association, 
Grayson County and Dallas County medical societies and the 
Fourteenth District Medical Society; charter member of the 
Dallas Pediatric Society and Texas Pediatric Society, and had 
served both organizations as president; member of the Dallas 
Southern Clinical Society; fellow, charter member and a former 
state regional director of the American Academy of Pediatrics 
and had served on its executive board; fellow of the American 
College of Physicians; at one time vice president of the State 
Medical \ssociation of Texas and the American Association of 
Teachers of Diseases of Children; served as medical director 
of the Children’s Medical Center, chief of staff, Bradford 
Memorial Hospital for Babies and with the Texas Scottish Rite 
Hospital for Crippled Children, Baylor University Hospital and 
Parkland Hospital; local surgeon for the Houston and Central 
Texas Railroad; died January 20, aged 75, of cancer. 


_Ray Hoskins Rulison ® New York; born in Jonesville, 
N. Y., Sept. 30, 1882; Syracuse University College of Medicine, 
1907 ; held teaching positions at New York Post Graduate Medi- 
cal School and Cornell University Medical College; specialist 
certihed by the American Board of Dermatology and Syphil- 
ology; member of the American Academy of Dermatology and 
Syphilology and the New York Academy of Medicine ; honorary 
member of the New York Dermatological Society; during 
World War I served with the American Red Cross in Roumania 
and France; formerly attending dermatologist at Presbyterian 
Hospital, Bellevue Hospital, Cornell Clinic and New York 
Hospital ; attending dermatologist at the New York Eye and 
Ear Infirmary and chief of dermatology at Lincoln Hospital ; 
consulting dermatologist at Tuxedo (N. Y.) Memorial Hospital, 
Horton Memorial Hospital in Middletown and St. Luke’s Hos- 
pital in Newburgh; died at Claryville, N. Y., February 12, aged 
67, of coronary occlusion. 

James Heyward Blackwell Jr., Richmond, Va.; Howard 
University College of Medicine, Washington, D.C., 1911; died 
February 2, aged 62. 
cymes Carlyle Borland, Falls Creek, Pa.; Jefferson Medical 
. lege of Philadelphia, 1905; member of the American Medical 
amg ab affiliated with the Dubois Hospital and the Maple 

Venue Hospital in Dubois; died February 4, aged 71, of coro- 
ary occlusion. 
cap enjamin Cosby Bradshaw, Marshall, Mo.; Barnes Medi- 

College, St. Louis, 1895; served as county coroner ; for many 
years on the staff of the Missouri State School; died in the 
John Fitzgibbon Memorial Hospital January 29, aged 88, of 
Mjuries received in a fall. 


@ Indicates Fellow of the American Medical Association. 
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Joseph Wesley Brown, Hastings, Neb.; State University 
of Iowa College of Medicine, Iowa City, 1905; city physician; 
died in the Mary Lanning Hospital February 8, aged 72, of 
coronary occlusion. 

Louis Raymond Brown, San Antonio, Texas; Tufts Col- 
lege Medical School, Boston, 1907; at one time professor of 
psychiatry at the University of Arkansas School of Medicine, 
Little Rock; served as superintendent of the Galveston 
(Texas) State Psychopathic Hospital and the San Antonio 
State Hospital; formerly affiliated with the Wichita Falls 
(Texas) State Hospital; died January 8, aged 71, of diabetes 
mellitus. 

William LeClaire Bywater, Iowa City, lowa; State Uni- 
versity of lowa College of Homeopathic Medicine, Iowa City, 
1897 ; formerly on the faculty of his alma mater; served on the 
city council and as chairman of the Airport Committee; past 
president of the chamber of commerce; died in University Hos- 
pital February 5, aged 82, of left hypernephroma. 

George Dana Cameron, Chagrin Falls, Ohio; Cleveland 
University of Medicine and Surgery, 1895; died February 15, 
aged 80. 

Edward Perkins Carlton, De Forest, Wis.; Northwestern 
University Medical School, Chicago, 1899; member of the 
American Medical Association; died February 10, aged 78. 

Sophy Ellen Page Carlucci @ Endicott, N. Y.; University 
of Buffalo School of Medicine, 1902; served as secretary of the 
Women’s Medical Society of the State of New York; secretary 
of the medical staff of Ideal Hospital, where she died February 
24, aged 70, of cerebral thrombosis. 

Joseph Ovide Chenevert, Lawrence, Mass.; School of 
Medicine and Surgery of Montreal, Faculty of Medicine of the 
University of Laval at Montreal, 1892; died recently, aged 80, 
of acute pulmonary edema. 

James S. Chenoweth, Louisville, Ky.; University of Louis- 
ville Medical Department, 1889; member of the American Medi- 
cal Association ; died in St. Anthony’s Hospital January 10, aged 
82, of myocarditis. 

Harley Ulysses Cramer ® Lockport, N. Y.; University of 
Buffalo School of Medicine, 1906; member of the Radiological 
Society of North America; past president of the Niagara 
County Medical Society; died December 7, aged 69. 


Sara Davies, Toledo, Ohio; Cleveland Homeopathic Medical 
College, 1899; died in Riverside Hospital February 10, aged 74, 
of arteriosclerotic heart disease. 


Reaves Warren De Crow, Wilmington, Ohio; Eclectic 
Medical Institute, Cincinnati, 1901; member of the American 
Medical Association; secretary of the Clinton County Medical 
Society ; past president of the Ohio Federation of Public Health 
Officials; health officer of Clinton County; formerly health 
officer of Scioto County; served as medical inspector in the 
division of communicable diseases of the state department of 
health; died February 10, aged 70, of heart disease. 

John Lewis Duckett, Greenville, S. C.; Leonard Medical 
School, Raleigh, N. C., 1914; died recently, aged 64, of coronary 
occlusion. 

Albert Clark Freeman ® Norwich, Conn.; University of 
Vermont College of Medicine, Burlington, 1913; served on the 
staff of the William W. Backus Hospital; died December 23, 


. aged 66, of coronary occlusion. 


Joseph Samuel Fulton, Atoka, Okla.; Kentucky School of 
Medicine, Louisville 1890; member of the American Medical 
Association; councilor of the Tenth District of the Oklahoma 
State Medical Association; past president of the Oklahoma 
State Medical Association; died January 25, aged 84. 

Frank Ross Fursey ® Spokane, Wash.; Trinity Medical 
College, Toronto, Ont., Canada, 1903; an Associate Fellow of 
the American Medical Association; died February 7, aged 71. 

William Skelton Garcelon, Sabattus, Me.; McGill Uni- 
versity Faculty of Medicine, Montreal, Canada, 1907; served 
on the staff of St. Mary’s Hospital in Lewiston; died January 
30, aged 69, of cerebral hemorrhage. 

Solomon Rufus Hickman, Albia, lowa; Keokuk Medical 
Coliege, College of Physicians and Surgeons, 1906; died January 
26, aged 78, of cerebral hemorrhage. 

George Butler Hill, Mount Washington,’Ky.; University 
of Louisville School of Medicine, 1924; died in Kentucky Bap- 
tist ogy Louisville, January 12, aged 52, of injuries received 
in a 

John C. Hoshor, Savannah, Mo.; University of Louisville 
(Ky.) Medical Department, 1898; died in Missouri Methodist 
Hospital, St. Joseph, February 10, aged 78, of cerebral hemor- 
rhage. 
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Oscar Aden Jamison @ Tuckerman, Ark.; Barnes Medical 
College, St. Louis, 1901; served during World War 1; director 
of the First National Bank; for many years alderman on the 
city council; died January 27, aged 73, of coronary occlusion. 

Samuel A. Lively, Wakita, Okla.; Hospital College of 
Medicine, Louisville, 1887; served as county health officer; 
died January 4, aged 85, of heart disease and arteriosclerosis. 

Frank Lyman Luce, Denver; University of Wooster Medi- 
cal Department, Cleveland, 1883; died January 26, aged 95. 

James Arren McAllister ® Atlanta, Ga.; Atlanta Medical 
College, 1914; chief medical officer, regional office of the Vet- 
erans Administration; served during World War I; died Feb- 
ruray 16, aged 57, of coronary thrombosis. 

Robert Joseph McCarthy, Boston; Tufts College Medical 
School, Boston, 1931; served during World War II; died 
December 5, aged 42, of cirrhosis of the liver. 

James William McChesney ® Baldwin, N. Y.; Cornell 
University Medical College, New York, 1914; fellow of the 
American College of Surgeons; affiliated with St. Joseph’s Hos- 
pital in Far Rockaway, Nassau County Tuberculosis Hospital 
in Farmingdale, Meadowbrook Hospital in Hempstead and 
Nassau Hospital in Mineola, where he died February 4, aged 61, 
of coronary occlusion. 

John Fredrick Macdonald, Portland, Ore.; Queen’s Uni- 
versity Faculty of Medicine, Kingston, Ontario, Canada, 1896; 
fellow of the American College of Surgeons; served during 
World War I; formerly practiced in Hoquiam, Wash., where 
he was on the staff of the Hoquiam General Hospital; died 
February 12, aged 77. 

Fannie Maria McGee, Newton, Mass.; Tufts College Medi- 
cal School, Boston, 1897; died December 2, aged 75, of con- 
gestive heart failure. 

James Eugene McGovern, Remsen, lowa; Rush Medical 
College, Chicago, 1902; member of the board of education of 
Remsen ; affiliated with the Sacred Heart Hospital in Le Mars, 
where he died February 2, aged 80, of carcinoma of the stomach. 

Robert Marion Markham, Pittsburg, Kan.; University 
Medical College of Kansas City, Mo., 1892; member of the 
American Medical Association; formerly mayor of Scammon ; 
died January 31, aged 87, of cerebral hemorrhage and arterio- 
sclerosis. 

Robert Ernest Martin, Senath, Mo.; Barnes Medical Col- 
lege, St. Louis, 1911; member of the American Medical Asso- 
ciation; died in February, aged 71. 

Frank Howard May, Birmingham, Ala.; University of the 
South Medical Department, Sewanee, Tenn., 1898; died Febru- 
ary 16, aged 72, of pneumonia, hypertension and arteriosclerosis. 

Peter Frederick Metz, Polson, Mont.; University of the 
City of New York Medical Department, New York, 1893; died 
in January, aged 83. 

Morton Morgenstern @ Cleveland; University of Louis- 
ville School of Medicine, 1928; affiliated with the Polyclinic 
Hospital; died February 19, aged 46, of coronary thrombosis. 

William D. Moser, Burlington, N. C.; University of North 
Carolina School of Medicine, 1910; died in Columbia February 
10, aged 69. 


Frederick Allen Muschlitz ® Wilkes-Barre, Pa.; Jeffer-_ 


son Medical College of Philadelphia, 1911; for many years on 
teh staff of the Pittston (Pa.) Hospital; died January 25, aged 
62, of coronary occlusion. 

John Holyoke Nichols, Danvers, Mass.; Harvard Medical 
School, Boston, 1892; member of the American Medical Asso- 
ciation and the American Psychiatric Association; at one time 
superintendent of the state infirmary at Tewksbury; died in 
Belmont recently, aged 83, of cerebral thrombosis. 

Daniel I. O’Leary Jr., Newburgh, N. Y.; Fordham Uni- 
versity School of Medicine, New York, 1912; member of the 
American Medical Association; affiliated with St. Luke’s Hos- 
pital, where he died January 6, aged 64, following a fractured 
right femur. 

Charles Clarence Parriott, Clarinda, Iowa; Drake Uni- 
versity Medical Department, Des Moines, 1889; died February 
14, aged 87, of pneumonia. 

Louis Smith “Parsons ® Ocean City, Md.; University of 
Pennsylvania School of Medicine, Philadelphia, 1919; member 
of the Medical Society of Delaware; fellow of the American 
College of Surgeons; practiced in Wilmington, Del., where he 
was on the staff of Delaware Hospital, where he died February 
15, aged 53. 

Brack Coleman Payne, Winter Park, Fla.; University of 
Alabama School of Medicine, 1916; member of the American 
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Medical Association and the Medical Association of the State 
of Alabama; died January 28, aged 64, of cardiovascular renal 
disease. 

Lucian Palmer Richardson, Kansas City, Mo.; Meharry 
Medical College, Nashville, Tenn., 1910; served two terms as 
a Jackson County deputy coroner; died January 23, aged 68, 
of coronary thrombosis and hypertension. 

Elmer Ellsworth Robbins Jr., New Bedford, Mass.; Uni- 
versity of Pennsylvania School of Medicine, Philadelphia, 1915. 
died recently, aged 61, of myocardial insufficiency. ‘ 

Henry Francis Rohs @ Cincinnati; Creighton University 
School of Medicine, Omaha, 1929; affiliated with the Good 
Samaritan Hospital; chief of staff at Our Lady of Mercy Hos- 
pital, where he died February 14, aged 47, of hypertension and 
diabetes mellitus. 

Albert Roy Sargeant, Portland, Ore.; University of Ore- 
gon Medical School, Portland, 1908; died January 20, aged oy, 

Jesse Arthur Sherrod, New Orleans; Meharry Medical 
College, Nashville, Tenn., 1921; died February 11, aged 53, 
of coronary occlusion. 

Joseph Thornton Stewart, Summerfield, N. C. (licensed 
in North Carolina in 1898); died January 23, aged &v. 

James Henry Strong, Boston; Harvard . Medica! School, 
Boston, 1892; died recentiy, of chronic myocarditis. 

Robert Porch Sturr ® Haddon Heights, N. J.; Jefferson 
Medical College of Philadelphia, 1916; specialist certified by the 
American Board of Radiology; member of the American Col- 
lege of Radiology; served during World Wars | and 11; chief 
radiologist at Camden County General Hospital, Grenloch, 
N. J.; affiliated with Jefferson and Graduate hospitals in Phiia- 
delphia; died in Oceanside, Calif., February 11, aged 56, of 
chronic myocarditis. 

Francis Michael Sullivan, Pompano Beach, Fla.; Emory 
University School of Medicine, Atlanta, 1937; served during 
World War II; died January 11, aged 39. 

John Maurice Thompson, West Plains, Mo.; Homeopathic 
Medical College of Missouri, St. Louis, 1907; died January 29, 
aged 66, of coronary disease. 

Russell Todd Uhls © Long Beach, Calif.; University Medi- 
cal College of Kansas City, 1911; member of the health board 
of Long Beach; on the staffs of the Community, St. Mary's 
and Seaside hospitals; served during World War I, died Janu- 
ary 31, aged 61, of pulmonary embolism following a gas- 
trectomy. 

William Samuel Walkley, Chelsea, Mass.; Boston Uni- 
versity Medical School, 1895; on the staff of the Chelsea 
Memorial Hospital; city bacteriologist ; died December 7, aged 
78, of coronary thrombosis. 

Lawrence M. Warden, Denver; Kansas City (Mo.) College 
of Medicine and Surgery, 1920; St. Louis College of Physicians 
and Surgeons, 1922; died January 26, aged 66, of pulmonary 
embolism, fractured right hip and paralysis agitans. 

John Douglas Watson, Minneapolis; Western University 
Faculty of Medicine, London, Ont., Canada, 1907; member of 
the American Medical Association; served during World War 
I; died in St. Paul February 13, aged 64. 

Mac Williams Webb, Wagener, S. C.; Medical College of 
the State of South Carolina, Charleston, 1911; member of the 
American Medical Association; died February 20, aged 63, of 
carcinoma of the liver. 

Dwight Addison Weir ® Mansfield, Ohio; University of 
Rochester (N. Y.) School of Medicine and Dentistry, 1930; 
specialist certified by the American Board of Pediatrics ; 
of the American Academy of Pediatrics; affiliated with Mans 
field General Hospital; died in Strong Memorial Hospital, 
Rochester, N. Y., February 15, aged 46, of cancer of the 
sigmoid. 

Hamlin B. Whiteside, Ohatchee, Ala.; University of Ala 
bama School of Medicine, 1910; member of the American Medi- 
cal Association; died January 28, aged 67. 5 

Fairfax George Wright ® Chambersburg, Pa.; University 
of Maryland School of Medicine, Baltimore, 1903; fellow of the 

American College of Surgeons; served during World War *} 
for many years surgeon in chief of Chambersburg Hospital ; 
died February 13, aged 70, of duodenal ulcer. ; 

John Leonard Wright, Trimble, Tenn.; Vanderbilt Unt 
versity School of Medicine, Nashville, 1904; member of the 
school board; director of the Farmers Bank; died January 
aged 80. 

Lebrecht W. Zochert ® La Mesa, Calif.; Milwaukee Mede 
cal College, 1897; died in Mercy Hospital, San Diego, February 
12, aged 74, of acute coronary occlusion. 
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Foreign Letters 


LONDON 


F Regular C. spondent ) 
Feb. 15, 1950. 


Original Health Service Estimates 

(For comparison of 1948 and present figures it is thought 
best to assume an unaltered rate of exchange of £1 = $4.) 

The London Times points out that “In 1948-1949 it was origi- 
nally expected that the taxpayer’s share of the cost of this 
service would, for nine months, come to $600 million. Supple- 
mentary estimates subsequently raised this figure to $832 mil- 
lion. For the full current year the taxpayer’s share (including 
a small carlier addition) was to have been $1,044 million, which 
would have been in line with the actual outlay of 1948-1949. 
The new supplementary estimates now raise the total to be 
paid out of taxes in 1949-1950 to $1,436 million. Nor is this 
all. The summary of civil estimates for the coming year 1950- 
1951, published in the new vote on account, provides for a total 
civil outlay (excluding the expenditure of revenue departments) 
of $8,668 million compared with $8,832 million, the main cuts 
falling on various services surviving from the war and on the 
Ministries of Food and Agriculture.” 


Rise in Health Service Expenditure 

The Health Service expenditure is to rise from $1,436 million 
this year to $1,572 million in 1950-1951. This still higher total 
may be intended to insure the Government against again having 
to present a vast supplementary account for the health service. 
There is no other evident reason for forecasting an increase 
of $256 million on this year’s swollen total. Even these figures 
do not tell the whole story, for in the current year the Health 
Service has also drawn $164 million from the national insur- 
ance fund and about $64 million from rate-payers. All told, the 
total net cost of the service this year can hardly have been less 
than $1,604 million, while next year the Government appears to 
believe, or to fear, that it will go up to at least $1,800 million. 


Where the Increases Lie 

The final bill for hospitals, medical supplies, artificial limbs, 
hearing aids and other services associated with the hospitals 
is about $200 million more than was bargained for. The bill 
for dentistry, originally put at $123.6 million turns out to be 
$194.4 million. Sight testing and spectacles have cost $100.4 
million instead of $58.8 million. The chemists have drawn 
$141.2 million instead of $83.2 million. 


Additional Civil Estimates 
The Government, of which Sir Stafford Cripps is still the 
chancellor of the exchequer, has requested Parliament to vote 
additional civil estimates of £148 million (approximately $440 
million) for the current year, of which no less than £99 million 
(approximately $295 million) is needed for the Health Service. 


Pay of Regional Psychiatrists 

Regional psychiatrists are responsible for advising the regional 
boards in the planning and coordination of the mental health 
services in the various regions. When the organization of 
hospital and specialist services was under consideration in 1947, 
the Ministry proposed that the salaries of regional psychiatrists 
should be £1,600 to £1,750. After representations that these 
salaries would not attract practitioners of the necessary experi- 
ence and ability, it was agreed that their salaries should be 
related to the salaries of the senior administrative officers and 
Tange from £1,800 to £2,000. At the same time it was agreed 
that these salaries and those of the senior administrative officers 
should be reviewed in the light of the report of the Spens 
ttee. Up to the present no review has taken place, 


the salaries of clinical consultants were determined 
some months ago. 
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Postoperative Upper Arm Paralysis 

Ewing reports a series of 5 cases of upper arm paralysis 
following abdominal operations. Reviewing the literature on 
the subject he says that the commonly held opinion is that 
these injuries are due to pressure on the supraclavicular portion 
of the brachial plexus—usually blamed on badly padded or 
badly placed shoulder rests. This view has been supported by 
the fact that almost all these injuries follow long operations in 
which a Trendelenberg tilt is used. 

Ewing puts forward the opinion that the important factor is 
abduction, and lateral rotation of the shoulder combined with 
extension of the wrist and elbow. This is the position seen 
when the upper limb is fixed to an arm board for purposes of 
intravenous infusion or anesthesia. In this position the brachial 
plexus is stretched round the prominent head of the humerus. 
The stretching is greatest when the scapula is fixed by pressure 
of a shoulder rest against the acromion. This stretching has 
been demonstrated on cadavers. Ewing suggests that prevention 
of these injuries is best secured by avoiding abduction of the 
arm during operation, particularly when a Trendelenberg tilt 
is used. As far as possible the trunk should be maintained in 
position on the table by supports pressing on the iliac crests 
and not the shoulders. 

L. G. Kiloh also reports 4 cases of brachial plexus lesions 
following cholecystectomy. In none of these was a Trendelen- 
berg tilt used, but in all the arms were abducted, in some asso- 
ciated with lateral rotation. These cases further support the 
opinion that the important factor is stretching produced by the 


Birth Control 


The Stationery Office has now published the Report of the 
Royal Commission of Population on the use of Birth Control. 
This investigation was made with the help of the Royal College of 
Obstetricians and Gynecologists. Histories were mainly obtained 
from women patients in the general wards of hospitals, exclud- 
ing those whose admission was due to maternity. A certain 
number were obtained by other means—100 from the Peckham 
Health Centre. In all, 3,281 useful histories were obtained. 
The report stresses that this series may be regarded as biased 
in two ways. First, 64 per cent of the histories came from the 
urbanized areas of London and Glasgow, which contain only 
20 per cent of the married women in the country. Second, the 
group consists largely of the less well-to-do and had higher 
than average fertility. A further difficulty arises from the fact 
that the questions must be answered from memory, and the 
period which has elapsed may be considerable. 

In the whole group 56 per cent admitted the use of birth 
control at some period (including coitus interruptus, abstinence 
for more than six months and the use of the “safe” period). 
Dividing the group according to the date of marriage and 
according to the period at which birth control was used pro- 
duces the following percentages : 


Date of Birth Control Birth Control Birth Control Total 
Marriage at Marriage within 5 Years Later 


Before 1910 
1910-1919 8 22 11 
1935-1939 28 32 7 

In 1910-1919, 9 per cent used appliances and 31 per cent 
coitus interruptus. In 1935-1939, 37 per cent used appliances 
and 29 per cent coitus interruptus. Division into social classes, 
according to the husband’s occupation shows a decrease in the 
use of appliances and an increase of coitus interruptus in the 
lower social classes. 

It is apparent that the present fall in the size of the family 
is due to voluntary limitations, but it is interesting to speculate 
why the birth rate started its dramatic decline in the 1870's, 
although in the small sample of women married before 1910 
only 15 per cent admitted the use of birth control. 
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ITALY 
(From a Regular Correspondent) 
Friorence, Jan. 15, 1950. 


Congress of Industrial Medicine 

The fifteenth International Congress of Industrial Medicine 
was held in Genoa under the chairmanship of Professor Molfino. 
The first report was on sexual physiopathology and the part 
played by maternity in relation to work done by women. 
Professor Malcovati of Milan said that in the past special 
attention was given to the effects of occupational intoxication 
on the pregnant woman; today emphasis is placed on the effects 
of work on the status of women, on the functioning of the 
sexual organs outside of the pregnancy cycle and on the possi- 
bility of the occurrence of a specific gynecologic disease. 
Another important aspect of the problem is the effect of the 
sexual cycle and pregnancy on the working capacity of the 
female worker. He reviewed the psychosomatic differences 
between the sexes and the biologic individuality of the woman, 
then discussed the influence that dysmenorrhea, headache, gen- 
eral discomfort and asthenia associated with the menses and 
pregnancy may have on absenteeism. 

Many classic concepts should be revised in view of present 
legislation protecting maternity, the improved hygienic con- 
ditions in industry and the higher cultural level of the 
population. There remain many problems, such as abortion, 
intoxication of pregnant women and weight of the fetus in con- 
nection with type of work, all requiring the greatest attention of 
the industrial physician and of the obstetrician, who should 
always consult with one another. Italian legislation concerning 
the protection of women workers and working mothers is now 
on its way to being modernized. The speaker called attention to 
some postulates resulting from the recent investigation by the 
Interparliamentary Committee of Stockholm and insisted on 
their study for the reform of social welfare and labor legis- 
lation. 

The second subject was “The Present State of Silicosis in 
Italy.” Professor Vigliani of Milan reported on the results 
of a wide statistical study on the distribution, frequency and 
seriousness of silicosis, other types of pneumoconiosis and tuber- 
culosis among Italian industrial workers exposed to dust, during 
the period 1940-1949. 

The statistics comprised 134,095 workers, 123,540 of whom 
were employed in 1,140 industrial plants, where they were 
exposed to the inhalation of dust. About 210,000 miniature 
chest roentgenograms and more than 15,000 roentgenograms of 
normal size have been made. The speaker reviewed recent 
research on silicosis; he discussed the new etiopathologic theory 
of Policard and Velicogna and reported on the new points of 
view in the field of histology concerning the silicotic nodule and 
the involvement of the histiocytic system. The radiologic 
studies have brought to light a particular type of reticulation, 
with small rings and dots of pin size, observed especially in 
silicosis caused by mixed dust (in which substances that inhibit 
quartz activity are predominant) and in siderosis. The prognosis 
in silicosis should be based on the composition and concentration 
of the inhaled dust, the duration of the inhalation, the radiologic 
aspect and the evaluation of clinical and functional data. Sili- 
cosis causes serious invalidism but has an unfavorable prognosis 
only in those instances in which it is complicated with tuber- 
culosis, even if the latter may not be manifest. The speaker 
reviewed recent methods of therapy, among them inhalation 
of aluminum dust, aerosol therapy using bronchodilator products, 
streptomycin and para-aminosalicylic acid. 

Professor Mauro of Milan reported the results obtained dur- 
ing a five year period of application of the compulsory insurance 
law to silicosis in Italy. From July 1, 1943 to June 30, 1948 
compensation was granted to 2,033 patients with silicosis, 1,475 
of whom are still alive; in 558 instances compensation was 
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granted to relatives of workers who died. Thirty-three per 
cent of the compensation cases belonged to the province of 
Lombardy. With respect to the type of work which produced 
silicosis, 37.6 per cent of workers belonged to the extractive 
industry and 35.5 per cent to the metallomechanic industries, 
Seventy-nine per cent of the workers in the extractive industry 
were miners. 

Silicotuberculosis was observed in 24.4 per cent of all cases 
in which compensation was granted. To eliminate some loop- 
holes in the compulsory insurance law with respect to silicosis, 
the speaker advocates periodic examination for five to ten years 
of the workers who have withdrawn from the industrial work 
associated with dust, even of those in apparently good health, 
but who may have an incipient silicosis or asbestosis. The 
National Institute of Insurance against occupational accidents 
recently established a hospital for convalescents and an out- 
patient service for silicotic persons. 

Professor Pancheri of Milan dealt also with prevention of 
silicosis in Italy. He discussed three of its aspects: the legisla- 
tive, the biologic and the technical. He insisted on the need to 
provide a periodic medical examination of workers employed 
in dusty trades. The periodic examination should be frequent, 
and it would be convenient to introduce fluoroscopy in addition 
to teleradiography as an aid in clarifying the diagnosis. 


DENMARK 
(From a Regular Correspondent) 
CopeNHAGEN, Jan. 25, 1950. 


Treatment of Pneumonia in Childhood 


A lead article in a recent number of the Journal of the Danish 
Medical Association comments on the failure to reduce the 
mortality from pneumonia in childhood. The gross mortality 
from this cause among children less than 12 months of age in 
children’s hospitals continues to be between 10 and 20 per cent, 
and, what is perhaps still worse, about 63 per cent of all patients 
with infections of the lungs admitted to the hospital have been 
found not to have received treatment at home, although doctors 
had been in attendance on many of them for several days before 
they were sent to the hospital. About two thirds of these 
patients had received inadequate treatment at home. 

There seems to be more complacency in the hospital treatment 
of pneumonia in childhood, although in speaking of the treat- 
ment of this disease with sulfathiazole we are well aware of 
the disfavor into which it has fallen in the United States and 
even in neighboring Norway, where the health authorities have 
advised that when the drug is prescribed it should always be 
given with an alkali such as sodium bicarbonate. Our loyalty to 
sulfathiazole is largely based on the remarkable experiences of 
the Children’s Department of the Sundby Hospital, which is 
in charge of Dr. C. Friderichsen. His first publication on the 
subject appeared in 1941, when he gave an account of the 
administration of a single massive dose of sulfathiazole im 
70 cases of pneumonia in children. The results were 9 
encouraging that this treatment has been continued ever since 
at this hospital, with only this modification: the massive doses 
were repeated once or oftener in serious cases with an interval 
of twenty-four to forty-eight hours between each dose. During 
the eight year period Feb. 1, 1941 to Feb. 1, 1949 some 1,500 
children have been given this treatment, among them 875 with 
pneumonia. 

Whatever the dangers of sulfathiazole when given contimir 
ously, single massive doses were never found to damage the 
blood or kidneys. After the exclusion of patients moribund 0@ 
admission and those with congenital defects, the mortality 
among these 875 cases was only 0.46 per cent. The dosage ¥% 
0.30 Gm. per kilogram of body weight, and when the patiemt 
weighed over 13 Kg. the dose did not exceed 4 Gm. save ®@ 
exceptional cases. The usual single dose for children over @ 
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age of 2 years was 4 Gm. (eight tablets) ground into powder, 
mixed with saccharine or sugar and suspended in a little milx 
or water. 

Examination for Driver’s License 

Early in 1949 a doctor who specialized in examining applicants 
for driving licenses, and who charged only 6 kroner for each 
examination instead of the standard fee of 10 kroner, got into 
trouble: A man whom he had passed as physically and mentally 
fit to drive a car proved to be mentally defective (I. Q. of 75) 
and to suffer from spastic hemiparesis of the right leg from 
birth. Pending an action by the authorities against him for 
negligence in testifying to the fitness of the man to drive a car, 
the doctor inserted an anonymous advertisement in the daily 
press with this wording: “Man with a glass eye wanted for 
special work as soon as possible.” This advertisement led to 
an interview between such a man and the doctor, who offered 
him 25 kroner for every medical certificate for a driving license 
obtained from doctors who overlooked the glass eye. History 
does not relate whether he acted on this offer or not, but it 
was evidently inspired by a desire to demonstrate how difficult 
it is to test applicants for driving licenses, however conscientious 
the doctor. 

The action brought by the authorities against the doctor in 
question ended on Sept. 19, 1949 with a fine of 250 kroner. It 
transpired that he had ceased to be a member of the Danish 
Medical Association and that he was accordingly disqualified 
from sickness insurance practice. But he had a small private 
practice and he issued some 6,000 to 7,000 medical certificates 
every year to applicants for driving licenses. It was argued 
that his popularity as a medical examiner reflected the modesty 
of his fee and not any reputation for laxity as an examiner. The 
court found it a mitigating circumstance that the doctor’s sins 
were those of omission rather than those of commission, the 
man having deliberately hoodwinked him as to his disabilities. 
The court also held that a doctor can hardly be expected to 
subject the examinee to searching intelligence tests when he 
does not present obvious signs of defective intelligence. But 
what was fatal to the doctor’s case was the fact that he had 
noticed the man limping as he left the office after securing the 
medical certificate and had called the man back but had decided 
that the applicant’s limbs were normal. 


THE NETHERLANDS 
(From a Regular Correspondent) 


Jan. 22, 1950. 
Plague in Java 

The figures regularly published by the World Health Organi- 
zation in its Epidemiological and Vital Statistics Reports show 
that there is considerable plague infection still present in Java. 
Plague was probably imported into Java for the first time ia 
November 1910, being introduced through rice in the port of 
Surabaya. The disease made its way into the hinterland 
(Malang, Kediri, Madyun) by dead rats and infected fleas being 
transported by rail and with carloads of rice and spread among 
the house rats in eastern Java. In following years the disease 
disappeared from eastern Java, as houses were ratproofed, but 
moved westward. In 1914, 1,600 cases were reported. After a 
short period during which the infection remained at a low 
level, the malady attacked several provinces of middle and 
Western Java. During the years 1920 to 1927 the annual 
tumber of victims fluctuated between 8,000 and 14,000; from 
1928 to 1931 it fell to 4,000. After a top in 1934 (23,000) there 
a gradual decrease; in 1940 and 1941 (prewar years) 
aly 312 and 550 cases were reported. During the war and 
the first years after the war only incomplete figures have 
available. In the first forty-two weeks of 1948, 3,422 cases 
and 3,365 deaths were reported. Plague still represents an 

portant problem in Java. 
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The principle of the antiplague campaign in Java, realized 
by the Dutch government before the war, was extremely simple. 
The discovery of how rats nest in Javanese dwellings pointed 
the way. The obvious remedy is to construct houses in such 
a manner that house rats cannot find a safe place to build a 
nest indoors. Bamboo was replaced by wood and atap thatch- 
ing by tiles; simple devices were made to eliminate waste spaces. 
House inspection was part of the system. To provide the people 
with the necessary material for rebuilding their houses large 
scale cultivation of a quick-growing tree was introduced. Since 
1914 roughly 1,500,000 houses in Java have been remodeled. 
Before the war vaccination was also applied on a large scale 
but not as a preventive measure in the true sense of the term. 
It increases resistance to the disease, but it does not eliminate 
danger of infection. The service regarded it merely a means 
of gaining time and tiding the population over the house- 
remodeling period. The only truly effective preventive in the 
real sense of the word is improved housing. 


Sickle Cell Disease 

In Documenta Neerlandica et Indonesica (1: 270, 1949) A. 
der Sar reports the occurrence of sickle cell disease among the 
negroid population of Curacao. In 2,499 persons the average 
percentage was 11.7, the percentages for males and females 
being 9.4 and 12.3, respectively. The author describes a family 
of negroid type: both parents had a positive congenital sickle 
cell trait. Of 10 children only the 5 girls showed signs of the 
disease ; 3 of the girls (aged 12, 8 and 2% years) showed latent 
sickle anemia with frequent exacerbations. The prognosis 
depends on the group to which the patient belongs. There is 
a wide difference between the sickle cells which are the only 
constitutional abnormality in healthy persons and which are 
observed in those in whom hereditary sickle cell trait is coupled 
with anemia and whose histories include periods of serious 
illness. As far as age is concerned, mortality among young 
children is high, one of the reasons why active sickle cell 
anemia is rare in older groups. Pregnancy seriously endangers 
life because of severe sickle cell crises, high temperature and 
albuminuria. Early blood transfusion and liver therapy may 
lead to a successful outcome of pregnancy. Administration of 
oxygen was found to be beneficial as oxygen tension influences 
the formation of the sickle cells. 


Congress for the History of Medicine at Amsterdam 

The sixth International Congress for the History of Science 
will be held at Amsterdam, Aug. 14 to 20, 1950 under the 
auspices of the Academy and the International Union for the 
History of Science. Apart from general and committee meet- 
ings the congress members will meet in four sections: (1) 
mathematics, physics and astronomy; (2) chemistry, pharmacy 
and biology; (3) applied science and technology, and (4) medi- 
cine. The meeting of the last section will also form the sixteenth 
congress of the International Union for the History of Medicine. 
Prof. R. J. Forbes, Haringvlietstraat, Amsterdam, is the general 
secretary of the congress. 


Experimental Heart Surgery 
The artificial lung-heart apparatus of Professor Jongbloed 
(Department of Physiology of the University of Utrecht) 
enabled the author to undertake a series of experiments in dogs, 
especially to study the difficulties encountered in making the 
heart accessible to intracardial operations (Nederl. Tijdschr. v. 
Geneesk. 94: 161 [Jan. 21] 1950). The animals withstand the 
artificial circulation, but problems arise from the secondary 
hemorrhage of the thorax and heart wounds in these heparinized 
animals. Jongbloed progressed so far that an animal in which 
the left atrium was widely opened so that the mitral valves were 

visible and accessible survived in good condition. 
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Chloramphenicol in Typhoid 

In the Wilhelmina Hospital at Amsterdam, Minkenhof 
(Nederl. tijdschr. v. geneesk. 93: 4366 [Dec. 31] 1949) tried 
chloramphenicol, 3 Gm. daily for a week, in a series of 15 
patients with typhoid or paratyphoid B. The results were good, 
all the manifestations of disease disappearing within a few days 
(maximum six days). The same treatment failed to effect 
“sterilization” of 4 chronic typhoid carriers. The author used 
Shigella sonnei for testing the chloramphenicol content of the 
serum. 

OSLO 
(From a Regular Correspondent) 


March 20, 1950. 


Johan Scharffenberg’s Birthday 

Last year the-rector of the University of Oslo, Prof. Otto 
|.. Mohr, spoke in honor of the eightieth birthday of Dr. Johan 
Scharffenberg. He told how, as a callow medical student, he 
first heard Dr. Scharffenberg speak in public and how he was 
gripped by the man’s gift for combining forcefulness of per- 
sonality with honesty and lucidity of thought. 

Dr. Scharffenberg has made countless contributions to a wide 
variety of subjects, the historical aspect of medicine, psychiatry, 
heredity, medicolegal problems, alcoholism and, in a more 
general sense, the liberty of the individual and his emancipation 
from dictatorship and other forms of tyranny. From 1933 
onward he delighted in exposing hitlerian heresies, so it is 
easy to understand why he failed to become a persona grata 
with Quisling and his cohorts during the German occupation 
of Norway. About 1905, when Norway broke loose from 
Sweden and was hovering between choice of becoming a repub- 
lic or a monarchy, Dr. Scharffenberg was a _ vehement 
republican. Yet in 1945 it was he who was chosen to address 
in public Norway’s King on his return from exile. 

Dr. Scharffenberg has often been called a fanatic by his 
opponents on the subject of alcohol and its abuse. He has 
certainly been opposed to the consumption of alcohol. But he 
has brought to his advocacy of total prohibition a disarming 
intellectual honesty and a profound contempt for specious and 
emotional arguments not founded on facts. He refused for a 
long time to speak on the radio because he objected in principle 
to censorship before he spoke. When this obstacle was removed 
and he began in 1937 to speak on the air, he became very 
popular because he does not indulge in oratorical embroidery 
and because of his personality. 


In Praise of the Pirquet Test 

Dr. J. Heimbeck, whose work on tuberculosis and BCG 
vaccination for nurses at the Ullevaal Hospital from 1926 
onward made him a pioneer in this field, has much good to 
say of the Pirquet test and nothing good whatever to say of 
the Mantoux test as a guide to BCG vaccination. His article 
on this subject in the first number of the Journal of the Nor- 
wegian Medical Association for 1950 is a challenge. The Inter- 
national Tuberculosis Campaign, which is responsible for the 
health of millions, has recently published a guide to tuberculin 
testing and BCG vaccination in which the Mantoux and Moro 
tests with tuberculin as preliminaries to BCG vaccination are 
recommended and the Pirquet test is ignored. 

The great virtue of the Pirquet test, in Heimbeck’s opinion, 
is its stability. Once one is Pirquet positive, he remains so 
with a few exceptions observed in old age and severe disease. 
Heimbeck refers to 1,247 Pirquet-positive persons in Oslo who 
were tested a second time or oftener with the Pirquet test and 
who were invariably Pirquet-positive, whatever the interval 
between the first and subsequent tests. Can any such virtue be 
claimed for the Mantoux test? The great fault of the Mantoux 
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test, in Heimbeck’s opinion, is its instability. He quotes jp 
this connection the M.D. thesis of the Dane, Sigrid Holm, 
published in 1947. She obtained a positive Mantoux reaction 
in 1,243 persons after they had undergone a primary infection, 
but when she repeated the test in 219 of them in the course of 
the first year after this test she found that 91 (41 per cent) 
had become Mantoux-negative. In the course of the second 
year, 159 of 477 positive reactors had become Mantoux-negative. 
Within the first seven years 372 of the 1,243 persons originally 
Mantoux positive had become Mantoux negative (30 per cent), 
Heimbeck states: “Either the Mantoux test gives a false, 
nonspecific reaction very often or the tuberculosis 
immunity factor which manifests itself in the tuberculin reaction 
is a very unstable factor which comes and goes from year to 
year and thus provides no foundation for vaccination.” He con- 
cludes that “the Pirquet reaction is certainly not ideal, but 
hitherto no one has given himself time to show by systematic 
investigations and observations that another test is better as a 
foundation for BCG vaccination.” Heimbeck uses old tuberculin 
without epinephrine for the Pirquet test. 


Surgical Treatment of Pulmonary Tuberculosis 

For many years Dr. Einar Murstad, the surgeon in charge 
of a municipal hospital in the town of Lillehammer, has devoted 
much of his time to the operative treatment of pulmonary 
tuberculosis. One of his assistants, Dr. Martin Seip, has 
recently published a one hundred and thirty-one page study in 
which he deals with about 1,000 cases of pulmonary tuberculosis 
treated at this hospital in the period 1937 to 1947. As this 
study is published in English, it should be a useful guide to 
many outside the Scandinavian countries. It is largely devoted 
to a comparison of the merits of thoracoplasty and extrapleural 
pneumothorax. It is also an honest and explicit recantation, 
a stimulating departure from orthodoxy. Dr. Seip writes: 
“We were for a long while of the opinion that thoracoplasty 
was a safer and better method than extrapleural pneumothorax 
and reserved the extrapleural pneumothorax to cases in which 
thoracoplasty was contraindicated for some reason or other. 
Most surgeons seem to have a similar opinion today. But little 
by little we have changed our mind and begun to perform 
extrapleural pneumothorax to a larger extent in cases in which 
in earlier years we would have performed thoracoplasty. And 
in the last years, since 1945, we have performed many more 
extrapleural pneumonolyses than thoracoplasties.” This is @ 
challenge indeed. But before other thoracic surgeons join issue 
with Drs. Murstad and Seip, they would do well to peruse 
this factual presentation of the case for revising opinions om 
the verge of becoming a little too standardized. This study 
is published as Supplement No. 19 to Acta tuberculoses 
Scandinavica. 


BCG Vaccination 

Critics of BCG vaccination are inclined to argue that it will 
require much time and skilled personne! to be effective. How 
ever, soon after World War II Dr. J. Myren was t 
temporarily as the state’s Medical Officer of Health, with right 
to private practice, in a thinly populated district on the West 
Coast of Norway. He was also responsible for a neighboring 
administrative district with a population of about 1,500. by 
the end of 1949, when his appointment ended, he had examined 
(tuberculin-tested) 2,468 of the 3,000 inhabitants in the firs 
district and had personally given intracutaneous injections of 
BCG to 1,091 tuberculin-negative persons. As many 48 of 
these persons have subsequently been kept under control with 
tuberculin testing. Dr. Myren has also found time to discon 
and keep under close supervision the persons with pulmoaai 
tuberculosis who were likely to be infectious in his district # 
detailed report of his really impressive achievement soon #™ 
be published in ‘the medical press. 
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Medical Examinations and Licensure 


COMING EXAMINATIONS AND MEETINGS 


NATIONAL BOARD OF MEDICAL EXAMINERS 


NATIONAL Boarp or Mepicat Examiners: Part IJ. Various medical 
schools, April 24-25. Parts I and II. Various locations, June 19-21. 
Final date for accepting applications is May 19. Exec. Sec., Mr. E. S. 
Elwood, 225 S. 15th Street, Philadelphia. 


EXAMINING BOARDS IN SPECIALTIES 


American Boarp of ANESTHESIOLOGY: Written. Various locations. 
July 21. Ora. Philadelphia, April 23-27, Chicago, Oct. 8-11. Sec., Dr. 
Curtiss B. Hickcox, 745 Fifth Ave., New York 22. 

AwertcAN Boarp oF DERMATOLOGY AND SyPHILOLOGY: Oral. Wash- 
ington, April 14-16. Sec., Dr. George M. Lewis, 66 E. 66th Street, New 
York 21. 

American Boarp OF INTERNAL MEDICINE: Oral. 
San Francisco, June 21-23. The oral examinations in the subspecialties 
will be held at the same time and places. Written. Oct. 16. Final date 
for acceptance of applications is May 1. Asst. Sec., Dr. William A. 
Werrell, 1 West Main Street, Madison 3, Wis 


American Boarp OF NEUROLOGICAL SuRGERY: Oral. Chicago, June 3. 
Applications no longer accepted. Chicago, Oct. 1950. Final date for 
filing applications is April 30. Sec., Dr. W. J. German, 789 Howard 
Ave., New Haven, Conn. 


Americas Board oF OBsTETRICS AND GyNecoLocy, INC. ‘/rai 
Port Il. Atlantic City, May 21-27. Sec., Dr. Paul Titus, 1015 Highland 
Bidg., Pittsburgh 

American Boarp oF Ortuopagpic Surcery: Part 1. New York, 
April 21-2 «* Atlanta, April 28-29; Indianapolis, April 28-29; Denver, May 
56. Sec., _ Harold A. Sofield, 122 S. Michigan Ave., Chicago. 


BoarD OF OPHTHALMOLUGY. Written. Varwus Centers, 
lanuary 1951. Final date for filing applications is July 1, 1950. Practical. 

on, May 22-26; Chicago, Oct. 2-6; West Coast, Jan 1951. Sec., Dr 
Edwin B. Dunphy, 56 Ivie Road, Cape Cottage, Maine 


Americas Boarp oF OTOLARYNGOLOGY: Oral. San Francisco, May. 
October See., Dr. Dean M. Lierle, University Hospital, lowa 


Boston, April 13-15. 


or PatTHoLocy: dison, Wis., April 11-12. 


Boarp 
Sec., Dr. Bar" A. “ 507 Euclid Ave.. 


St. Louis, Nov. 10-11. 
St. Louis. 

Awerican Boarp oF Perptatrics: Cincinnati 5-7; Fran- 
cisco, June 30-July 2. Exec. Sec., Dr. John McK. ikea: 6 yous 
Read, Rosemont, Pa. 

American oF Puysica MEDICINE AND REHABILITATION: Orai 
and Written. Boston, Aug. 26-27. Final date for filing applications is 
April 1. Sec.. Dr. Robert L. Bennett, 30 N. Michigan Ave., Chicago. 


Awepican Boarp oF Piastic SurGeRry: Oral. May-June. Sec., Dr. 

Louis T Byars, 4647 Pershing Avenue, St. Louis, Mo 

American Boarp OF PREVENTIVE MEDICINE AND Pustic HEALTH: 

Written. Portland, Ore., May 28. Oral. Portland, Ore., May 29. Sec., 

Dr. E. L. Stebbins, 615 N. Wolfe St., Baltimore 5, Md. 

Boarp oF ProctroLtocy: Part 1. San Francisco, Dallas, 

Minneapolis and eg May 13. Sec.-Gen., Dr. Louis A. Buie, 

102-110 Second Ave. S.W., Rochester, Minn. 

American Boarp of Psycu1aTry anp Neurotocy: San Francisco, 

une 23-24. Applications no longer accepted. Next examination, Decem- 
1950. Final date for filing applications is Sept. 1. 

American or RapioLocy; Urat Chicago, week of June 18. 

See. Dr. B. R. Kirklin, 102-°10 Second Ave., S.W., Rochester, Minn 
Awerican Boarp or SurGery: Written. Various centers, Oct. 25 

Final date for filing applications is July 1. Sec.. Dr. J. Stewart Rodman, 

25 South 15th Street, Philadelphia. 

American Boarp or Urotocy: Chicago, Feb. 10-14, 1951. Final date 

for filing applications is Sept. 1, 1950. “Sec.. Dr. . Harry Culver, 7935 

side Road, Minneapolis 


BOARDS OF MEDICAL EXAMINERS 


Alapama: Examination. Montgomery, June 27-29 Sec., Dr. D. G. 
Gill, 519 Dexter Avenue, Montgomery. 


Arizona: * Examination and Reciprocity. 
April 22. Sec., Dr. J. H. Patterson, 316 


ARKANSAS: /.romtnation. 


Phoenix, April 18-19 and 
est McDowell Road, Phoenix. 


Little Rock, Jume 8-9. Sec., Dr. Jue Verser, 
Eclectic. Little Rock, June 89 Dr. Clarence 
oung, 1415 Main Street, Little Rock. 
Cativornia: Examination, Written. San Francisco, June 19-22; Los 
C Aug. 21-24; Sacramento, Oct. 16-19. Examination, Oral and 
lak for Forcign Medical School Graduates. San Francisco, June 18; 
A Aug. 20; San Krancisco, Nov. 12. Kectprocity, Ural 
ion. San Francisco, June 17; “ Angeles, Aug. 19; San 

~ ll. See., Dr. Frederick N. Scatena, 1020 N Street, 


Connecticut: * Biesiiaanil Hartford, July 11-12. Sec. to the 
vot, Dr. Creighton Barker, 160 St. Ronan St., New Haven. Homeo- 
Derby, Derby, July 11-12. Sec., Dr. Donald A. Davis, 38 Elizabeth St., 


July 11-13. Reciprocity. Dover, 

Bee J. "239 S. State St., Dover. 

De or Examination. Washington, May 8-9. Sec., 

— L. Seckinger, 4130 E. Municipal Bidg., Washington 1. 

DA: 
Rosalind A ng wate June 25-27. Sec. Dr. Frank D. Gray, 12 N. 
June. Endorsement. 


Examination. 
Jane. “See R. Coleman, 11 State Capitol, Atlanta 3. 


July 10-13, Sec., Dr. I, L. Tilden, 
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IpaHo: Boise, July 10. 
Boise. 

Inpiana: Examination. Indianapolis, June. Sec., Dr. Paul R. Tindall, 
1138 K. of P. Bldg., Indianapolis. 


Iowa: * Examination. lowa City, June 12-14. Sec., Dr. 
Royal. 506 Fleming Building, Des Moines 19. 


Kansas: Kansas City, June 7-8. Sec., Dr. J. F. Hassig, 905 N. 
7th Street, Kansas City. 


Kentucky: Examination. Louisville, June 14-16. Sec., Dr. Bruce 
Underwood, 620 S. 3rd Street, Louisville 2. 


Matne: Examination and Reciprocity. Augusta, July 11-12. Sec., Dr. 
Adam P. Leighton, 192 State St., Portland. 


Maryann: Examination. Baltimore, June 20-23. Sec. Dr. Lewis 
P. Gundry, 1215 Cathedral Street, Baltimore 1, Homeopathic. Baltimore, 
June 20-21. Sec., Dr. John A. Evans, 612 W. 40th St., Baltimore. 

Massacuusetts: Examination. Boston, July 11-14. Sec., Dr. George 
L. Schadt, Room 37 State House, Boston 33. 

Minnesota: * Minneapolis, April 18-20. 
230 Lowry Medical Arts Bldg., St. Paul 5 

Missovur!: Examination. St. Louis, May 31-June 2 and June 7-9. 
Exec. Sec., Mr. John A. Hailey, Box 4, State Capitol Building, St. Louis. 

Nepraska:* Examination. Omaha, June 5-7. Director, Bureau of 
Examining Boards, Mr. Oscar F. Humble, 1009 State Capitol Building, 
Lincoln 9 

Nevapa: Carson City, May 1. 
Street. Carson City. 

New Hampsurre: Concord, Sept. 13. 
107 State House, Concord. 

New Jersey: Examination. Trenton, June 20-23. 
Halhnger, 28 West State Street, Trenton. 

New Mexico: * Santa ~ April 10-11. 
Coronado Building, Santa Fe 

New York: Examination. Albany, Buffalo, New_York and Syracuse, 
June 27-30. Sec., Dr. Jacob L. Lochner, Jr., 23 S. Pearl St., Albany. 

Nortu Caro.tina: Endorsement. Pinehurst, May 1. Written. 


Raleigh, June 19-22. Endorsement. Raleigh, June 19. Sec., Dr. Ivan 
Procter, 226 Hillsboro Street, Raleigh. 


North Dakota: Examination. Grand Forks, July 5-7. 
Grand Forks, July 8. Sec., Dr. C. J. Glaspel, Grafton. 

Outo: Examination. Columbus, June 14-17. Sec., Dr. H. M. Platter, 
21 W. Broad St., Columbus 15. 

Oxtanoma:* Examination. Oklahoma City, June 7-8. Sec.. Dr. 
Chnton Gallaher, 813 Braniff Building, Oklahoma City. 

Orecon: *Endorsement. Portland, April oY Written. Portland, 
—~- Exec. Sec., Mr. Howard I. itt, 609 Failing Building, Port: 


Sec., Mr. Armand L. Bird, 305 Sun Bldg., 


M. A. 


Sec., Dr. Julian F. Dubois, 


Sec., Dr. George H. Ross, 112 Curry 
Sec., Dr. John Samuel Wheeler, 
Dr. E. S. 
Sec., Dr. Charies J. McGoey, 


Reciprocity. 


June 26-29. Keciprocity. 


Soutn Caroiina: Examination. 
Sec., Dr. Heyward, 1329 Blanding 


First Monday of each month. 
Street, Columbia 


Soutn Daxota:* Sioux Falls, July 18-19. Sec., Dr. C. E. Sherwood, 
300 First National Bank Bldg., Sioux Falls. 


Texas: * Examination. Austin. jane 19-21. Sec., Dr. M. H. Crabb, 
1714 Medical Arts Bldg., Fort Worth 2. 


Utau: Easamination. Salt Lake City, June. Dir., Dr. Frank E. Lees, 
324 State Capitol Building, Salt Lake City 


Vircinia: Examination. Richmond, June 23-24. Endorsement. Rich- 
mond, June 22. Sec., Dr. K. D. Graves, 631 First St., S.W., Roanoke. 


we * Milwaukee, July 11-13. Sec., Dr. C. A. Dawson, River 


Wyominc: Examination. Cheyenne, June 5. 
Yoder, Capitol Bldg., Cheyenne. 


* Basic Science Certificate required. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 


Arkansas: Examination. Little Rock, May 9. Sec., Mr. L. E. Gebauer, 
1002 Donaghey Building, Little Rock. 


Sec., Dr. Franklin D. 


Connecticut. Examination. r Haven, June 10. Exec. Asst., 
| Board of Healing Arts, M. G. Reynolds, 110 Whitney Ave., New 
ven. 


, or Cotumsia: Washington, April 17-18. Sec., Dr. Daniel 
L. Seckinger, 4130 E. Municipal Building, Washington. 


Fioripa: Examinati Gainesville, June 3. Sec., Mr. M. W. Emmel, 
University of Florida, Gainesville. 

lowa: Examination. Ves Moines, April 11. Sec, Dr. Ben H. 
Peterson, Coe College, Cedar Rapids. 

MicuicaNn: Examination. Detroit and Ann Arbor, May 12-13. Sec., 
Miss Eloise LeBeau, 101 N. Walnut St., ar ag 


NEBRASKA: oy, Director, Bureau of 
Examining Boards, Mr. 1009 State Capitol Bldg., 
in n. 


Oxranoma: Examination. Oklahoma City, April 11. Sec., Dr. Clinton 
Gallaher, 813 Braniff Building, Oklahoma 4 


Orecon: Portland, June 17. Sec., Dr. C. D. Byrne, University of 
Eugene. 


Ruope Istanp: Examination. Providence, May 50. Administrator of 
Professional Regulation, Mr. Thomas B. Casey, 366 State Office Bldg., 
Providence. 

Sovtn Daxota: Vermillion, June 2-3. Sec., Dr. Gregg M. Evans, 


310 E. 15th Street, Y. 


Texas: Examination. Sec., Brother Raphael 
Wilson, 306 Nalle Building, 


Medical Motion Pictures 


FILM REVIEW 


Surgical Approaches to the Scapulohumeral Joint. 16 mm., color, 
sound, showing time thirty minutes. This film is the first of a series 
on the surgical approach to the joints produced in 1949 by the Veterans 
Administration, Department of Medicine and Surgery, in cooperation with 
the University of California, Dr. Leroy C. Abbott acting as technical 
adviser. Procurable on loan from Chief, Medical Illustration Division, 
Research and Education Service, Veterans Administration, Washington 


25, D.C. 

This motion picture is a combination of anatomic demonstra- 
tion, animated drawings and operating room technic. It depicts 
accurately and clearly the bony, muscular, ligamentous, tendinous 
and neurovascular structures with which the surgeon must be 
familiar in the approach to the shoulder joint. The various 
approaches are, first shown by anatomic dissection, then retraced 
by animated drawings and, finally, depicted by filming of actual 
surgical operations. 

The various approaches to the joint, namely, the anterior, 
lateral, posterior and muscle splitting, are demonstrated, always 
stressing the anatomy of the part. The lesions for which these 
shoulders were opened were not described because they were 
simply incidental to the main purpose of the film. In the oper- 
ating room scenes the surgeons have carefully avoided obstruc- 
tion of the field by hands or head, and the viewer gets a 
desirable sense of participation. 

The film is recommended particularly for those fellows and 
residents in orthopedic training and for those taking shorter 
postgraduate courses in surgery, as it combines the operative 
aspect with an excellent review of the anatomy of this region. 

The color quality of some surgical sequences could be 
improved; otherwise the photography, drawings and narration 
are well done. 

Injuries of the Peripheral Nerves. 16 mm., color, sound, showing 
time thirty minutes. Directed by Loyal Davis, M.D., George E. Perret, 
M.D., and an Advisory Committee. Produced in 1949 by Mervin La Rue, 


Chicago, for the American College of Surgeons under a grant from 
Johnson & Joh Research Foundation. Procurable on loan from 


Ethicon Suture Laboratories, Johnson & Johnson, New Brunswick, N. J. 


This motion picture gives an excellent account of regeneration 
in peripheral nerves. All aspects of the histologic processes are 
graphically visualized by means of animation. There is no 
way of obtaining a clearer concept of repair in a peripheral 
nerve. Degeneration and regeneration dominate the picture to 
its advantage. Anatomic drawings of the principal large nerve 
trunks are included; they are of the type to be seen in all text- 
books of anatomy. 

The nomenclature is not strictly uniform throughout. The 
photography is good except for a few scenes which are over- 
exposed. In the section on regeneration, after suture the 
neuroma accidentally appears, though it was undoubtedly resu- 
tured by the surgeon. 

This admirable and time-consuming work should be seen by 
everyone interested in the subject. It should be compulsory 
for medical students. In a few minutes it illustrates in a 
dynamic manner what takes place in the tissues over a period 
of months. The alternative would be hours of supervised work 
with specially selected material viewed through a microscope. 
Ingenuity, knowledge and technical facility went into the making 
of this picture. 

The Method of Repair of the Posterior Tibial Nerve (PMF 5132.) 
16 mm., color, sound, showing time ten minutes. Produced in 1949 by the 
United States Army. Procurable on loan from Chief, Medical Ilustra- 
tion Service, Armed Forces Institute of Pathology, Washington, D. C. 

That long defects can be bridged in a peripheral nerve is the 
principal lesson taught by this film. No more important point 
could be brought out at this time. Other methods of bridging 
gaps, such as the use of nerve grafts, are unsatisfactory. Gaps 
up to 8 cm. or more can easily be bridged by suitable preparation 
and dissection. In this film a large gap in the tibial nerve is 
bridged by wide dissection and flexion of the knee joint. Such a 
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dissection cannot be done, however, without wide preparation 
of the skin before operation in anticipation of this possibility, 
Although there is nothing new in this picture, it reemphasizes a 
vital point which seems to have been relegated to the background 
since 1922. It makes the difference between success and failure. 

The surgical field was frequently bloody. The narrator 
started out in an excited manner, as if describing a hurricane or 
the explosion of a bomb. The color quality of the film was 
poor, and in a few close-up views the panning of the camera was 
disturbing. 

This motion picture could be shown to surgeons interested in 
operations on peripheral nerves. It clearly shows that thought- 
ful preparation must be given to such an apparently simple 
neurosurgical problem as the repair of a peripheral nerve, 
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Cash Benefits for Extended Disability: The Bearing of Insurance 
Company Experience on Social Insurance Proposals. By George W. K. 
Grange and John H. Miller. Reprinted from the Transactions, Actuarial 
Society of America, Vol XLIX, Part I, No. 119, May 1948. Paper. 
Pp. 54-71. Actuarial Society of America, 393 7th Ave., New York 1, 1948. 

This article grew out of a memorandum by the two authors 
to the Advisory Council on Social Security in 1948. The 
authors have limited themselves to an analysis of insurance 
company experience with the risk of disability, particularly long 
term disability. 

The exact time disability begins and ends is oiten difficult 
to determine. A person may or may not extend his illness, 
depending on his need for income, the responsibilities he carries 
and his conscientiousness in facing them. These psychologic 
factors influence almost every form of disability. 

Under a disability plan a person is indemnified for the loss 
of earnings during disability. If the indemnity promised 
approaches the effective earning power, a condition of over- 
insurance occurs. Overinsurance can be determined by comparing 
the disability income with the net income of the insured after 
deduction of overhead charges and withholding taxes. In addition 
to these tangible conditions in overinsurance, certain intangible 
factors exist: freedom from having to go to work, freedom to do 
chores at home and perhaps to move to a low cost area. The 
authors define overinsurance as follows: “Disability income plus 
the value of leisure, residual earning power, security of income 
and mobility must not exceed earnings available from employ- 
ment at current wage rates, less worker's overhead, less 
income taxes.” 

Selection of risks is of major importance in disability msur- 
ance. In individual policies such factors as occupation, mo 
hazard, financial conditions, sex and marital status and medical 
factors are taken inte consideration. Certain normal 
are set regarding these conditions. If the risk is below normal, 
an extra premium may be required, certain types of 
excluded or the benefits reduced. Group insurance involves 
different bases of selection appropriate to the group as 4 whole, 
such as type of industry, occupational accident and health hazard, 
employment and personnel policies, regularity of employment, 
financial stability and character and integrity of the ‘ 

Risk increases with occupational instability more than # 
with any other characteristic. Persons who fall into such grou 
as professional and salaried employees and employees having * 
definite place to work and definite hours may be expedted ® 
show “better than average” experience. The problem of cove 
ing women in a disability plan is serious because of @ 
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tendency toward nervous disorders. As a result, the cost of 
disability benefits issued to women is from 50 to 100 per cent 
higher than it is for males. 

For the disability plan of an insurance company premiums 
must be sufficient to pay current benefits and expenses and yet 
maintain suitable reserves against future liabilities which may 
not be covered by subsequent premiums. Otherwise the plan 
will become insolvent. Under social insurance where the govern- 
ment, in effect, underwrites the plan, the question is not whether 
the plan will remain solvent but whether it will weaken the 
social and economic structure of the country. 

It is evident that the disability risk is closely related to the 
business cycle. During the depression years the increase in 
disability costs for insurance companies was even greater under 
the disability benefits included in group life insurance than it 
was under the noncancellable disability experience, although 
individual selection against the plan is avoided in this type of 
insurance. Data of individual companies in regard to total and 
permanent disability benefits included in ordinary life insurance 
policies show that the claim rates increased from 50 to 100 
per cent from 1929 to 1933. The use of disability income benefits 
as “unemployment or retirement insurance” is illustrated by the 
increase of such benefits during the depression years with the 
downswing in the business cycle, followed by decided improve- 
ment, during the war years, as employment and earnings moved 
upward. 

This article has considerable significance in the current con- 
troversy over compulsory sickness insurance. Advocates of 
compulsory sickness insurance have argued that the unfavorable 
experience of life insurance companies under individual disability 
policies was not relevant to the controversy, because under 
compulsory sickness insurance large groups of persons would 
be insured. The present authors have shown clearly that, in 
spite of no employee selection against the plan, the disability 
experience under group life insurance contracts was even worse 
than under individual noncancellable policies. Hence this tech- 
nical article by Grange and Miller has cleared up one technical 


point in the current controversy. " 
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Chiropractic Practice Acts: (Georgia) Length of Col- 
lege Course Required.—The plaintiff, a licensed chiropractor, 
sought an injunction to restrain the defendant, the board of 
chiropractic examiners, from granting licenses to certain appli- 
tants. From the granting of an injunction by the trial court, 
the defendant board appealed to the Supreme Court of Georgia. 

The plaintiff alleged that the defendant board was examining 
and licensing, or was about to examine and license, applicants 
for licensure who had not attended a college course meeting the 
standards required by the Georgia Chiropractic Act. 

J. J. Nugent, one of the plaintiff’s witnesses, testified that 
he had been practicing chiropractic since his graduation in 1922, 
that he is now Director of Education of the National Chiro- 
Practic Association, had previously served as Secretary to the 

icut Board of Chiropractic Examiners and is the author 

of several pamphlets and books of chiropractic and chiropractic 
He further testified that he had a part in drawing 

the 1939 amendment to the Georgia Chiropractic Act and at 
time a majority of the chiropractic colleges offered a course 

of four years of nine months each, and he thought that was the 
At that time there were twenty-five chiropractic 

sixteen of which offered four year courses of nine 
anths each, and nine of which gave courses covering a shorter 
Prod of time. He further testified that there are now twenty- 
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one chiropractic colleges in the United States and that with the 
exception of one, all now teach four year courses of either eight 
or nine months each, or both. 

By section 5 of the original Chiropractic Act of 1921, said 
the Supreme Court, no person was eligible to take the chiro- 
practic examination provided for therein except “a graduate of 
a chartered chiropractic school or college which teaches only 
attendance courses and requires a course of study of at least 
three years of six months each.” This act was amended in 
1939 by striking from section 5 “course of three years of six 
months each” and substituting in lieu thereof “four year stan- 
dard college course.” Consequently, as to educational require- 
ments, the statute now reads: “Each applicant shall be of good 
moral character and shall be a graduate of a chartered chiro- 
practic school or college which teaches only attendance courses 
and requires a four year standard college course.” Just what 
the legislature intended for the substituted words to mean when 
written into the original chiropractic act, continued the Supreme 
Court, is, after all, the main question involved in this litigation. 
The plaintiff contends that the words “A four year standard 
college course” mean a four year course of nine months each, 
and the defendants insist that they mean a four year course of 
six months each. Undoubtedly, the act as amended is ambigu- 
ous, and, being so, it was necessary for the trial judge, in order 
to grant any of the relief prayed, to construe it and by his 
interpretation give it the meaning which the legislature intended 
it to have. After a rather lengthy hearing, the Supreme Court 
continued, the trial court held that it meant that only those 
graduates of a chartered chiropractic school or college, which 
teaches only attendance courses and requires a four year course 
of nine months each, are eligible to take the examination and 
be licensed to practice the chiropractic profession in this state. 
Concededly, by the amendment, the legislature intended to, and 
did, increase the educational requirements for membership in 
this profession. It is always the duty of a court, in construing 
a statute, to ascertain and give full effect to the legislative 
intent. To accomplish this end, the sources of enlightenment 
are not limited; interpretation is a matter addressed solely to 
the intelligence, information and learning of the judge, and he 
is not restricted as to the means by which he may enlarge 
these faculties. The defendants earnestly insist that the trial 
judge has erroneously construed the act in question and placed 
the wrong interpretation on its meaning. We do not think so. 
The title or caption of the act—which, while no part thereof, 
may always be examined by the court, when the act is doubtful, 
for the purpose of finding the legislative intent thereof — 
expressly states that the purpose of the act is to provide for 
a four year college course of nine months each as a requirement 
for taking the examination to practice the profession of chiro- 
practic. The words, “standard college course,” were employed 
and used by the legislature in the amending act for the purpose 
of prescribing its educational requirements for taking the exam- 
ination to practice chiropractic after this court had held that 
“the term ‘scholastic year’ is one of common use and is generally 
understood to mean a term of about nine months.” Further- 
more, it is’ judicially known that the colleges of this state, 
when the amendment was passed in 1939, had regular terms of 
about nine months, usually running from about September to 
the latter part of the following May. On the hearing of this 
case, the plaintiff, in an effort to be helpful to the trial judge 
in properly construing the evidence, brought up witnesses hold- 
ing high positions in the field of chiropractic education, who 
testified to facts which we think clearly show that a standard 
college course in chiropractic education means a course, given 
by a college teaching that science, for a regular scholastic year 
of nine months. It is not unreasonable to presume that the 
legislature had these facts before it when the amending act was 
passed. The Supreme Court therefore concluded that a four 
year course of nine months each was required of chiropractic 
applicants. Accordingly, the judgment of the trial court in 


granting the plaintiff an injunction was affirmed.—Moore et al. 
v. Robinson, 55 S. E. (2d) 711 (Ga., 1949). 


tion 

lity. 

esa 

ure. 

ator 

e or 
was 

was 

d in 

ght- 

mple 

erve. 

urance 

W. 

uarial 

Paper. 

1948. 

thors 

The 

ance 

“Jong 

ficult 

IIness, 

| 


1100 


Current Medical Literature 


AMERICAN 
} The Association library lends periodicals to members of the Association 
and to individual subscribers in Continental United States and Canada 


for a period of three days. Three journals may be borrowed at a time. 
Periodical are available from 1939 to date. Requests for issues of 
earlier date cannot be filled. Requests should be accompanied with stamps 
to cover postage (6 cents if one and 18 cents if three periodicals are 
requested). Periodicals published by the American Medical Association 
are not available for lending but can be supplied on purchase order. 
Reprints as a rule are the property of authors and can be obtained for 
permanent possession only from them. 
Titles marked with an asterisk (*) are abstracted below. 


American Journal of Public Health, New York 
39:1517-1624 (Dec.) 1949. Partial Index 


International Aspetts of Child Feeding. M. L. Scott.—p. 1517. 
Accident-Proneness: Critique. E. R. Weinerman.—p. 1527. 
Engineering Aspects of Home Accident Prevention. F. S. Kent.—p. 1531. 
Psychosomatic Approach to Venereal Disease Control: Chronic Gonorrhea 
Repeaters. H. N. Bundesen, F. Plotke and H. Eisenberg.—p. 1535. 
Problems in Recruitment and Training of Public Health Personnel. L. E. 


Burney.—p. 1541. 
Inadequacy of Routine Reporting of Fatal Deaths: Evidence by Com- 
parison of Such Reporting with Maternity Cases Paid for Under 
Emergency Maternity and Infant Care (EMIC) Program. L. Baum- 
gartner, H. M. Wallace, E. Landsberg and V. Pessin.—p. 1549. 
Poliomyelitis in San Francisco, 1948. J. C. Geiger.—p. 1567. 
Relation of Housing to Incidence of Meningococcic Disease in Outbreak 
in Oak Ridge, Tenn. B. M. Blum and W. F. Elkin.—p. 1571. 


Annals of Western Medicine & Surgery, Los Angeles 
3:371-406 (Nov.) 1949. Partial Index 


"Replacement Transfusions in Treatment of Acute Leukemia. H. H. 
Henstell, I. S. Henstell, P. F. Salisbury and J. H. Miller.—p. 371. 
*Aminopterin (4-Amino-Pteroyl-Glutamic Acid) Therapy in Leukemias. 

O. B. Hunter Jr. and G. J. Carroll.—p. 380. 
Unusual Lesions of Vermiform Appendix. D. C. Collins.—p. 385. 
Further Experience with Dihydroergotamine Methanesulfonate (DHE-45) 
in Treatmert of Migraine: With Note on Use of Cafergone (EC-110). 


L. A. Pollock.—p. 388. 
Primary Tumors of Liver: Review of Literature and Report of Case of 
Cholangioma with Resection of Left Lobe of Liver. L. L. Bean. 


—p. 391. 
Relationship of Nodular Goiter to Thyroid Carcinoma: Brief Review with 


Note on Diagnostic Role of Needle Biopsy. A. B. Brower.—p. 395. 
Heterophile Antibody Titer in Pulmonary Tuberculosis. W. E. Escovitz, 

L. Hyde and J. D. Davis.—p. 400. 

Replacement Transfusions in Leukemia.—Henstell and 
co-workers treated 3 patients, 2 boys aged 6 and 5 years and a 
man aged 35, with acute leukemia and 1 woman aged 58 with 
aleukemic lymphocytic leukemia by replacement transfusions. A 
striking hematologic and clinical remission followed the trans- 
fusion in the adult patient with acute leukemia. This result 
suggests the existence of antileukemic substances in normal 
human blood. No response to the replacement transfusion was 
noted in the 2 children. One of the 2 boys had remissions on 
two occasions following the transfusion of 250 cc. of poly- 
cythemic blood. This suggests the possibility that polycythemic 
blood contains “antileukemic” factors in greater amounts than 
normal human blood. A fatal hemolytic reaction followed the 
replacement transfusion of 14,000 cc. in the woman with aleu- 
kemic lymphocytic leukemia who had decided irregular isoag- 
glutinins and autoagglutinins and hemolysins in her blood. 

Aminopterin Therapy in Leukemia.—Hunter and Carroll 
treated 17 patients who had acute leukemias with 4-amino- 
pteroylglutamic acid (aminopterin). The leukemias were of 
various types including granulocytic, lymphocytic and acute 
plasmocytic anemias. Results were beneficial in all but 2 
instances, but the beneficial effects were limited. At present 
only 2 of the 17 patients are alive. A daily dose of 3 to 4 mg. 
of the drug may be used in the institution of treatment. This 
may be cut down to 2 and to 1 mg. daily. This dose will 
usually use up the available folic acid in the body. Care should 
be taken in the first four days to determine that no toxic effect 

; due to overdosage occurs. A rapid drop in the blood count 
would indicate overdosage and would be an indication to discon- 
tinue the medicament. A rapid drop in the platelet or rectic- 
ulocyte count would be a further indication to decrease the 
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dose, since any rapid drop in these particular blood elements 
would progress four or five days after discontinuation of the 
drug. This is particularly true in older patients and in patients 
who are unable to ingest an adequate diet. Treatment may be 
continued with a maintenance dose varying from 0.5 to 1 mg, 
daily. A dose of 1 mg. every other day was the level at which 
adequate control was most frequently maintained in the authors’ 
experience. During the induction period a diet should be worked 
out with the patient to limit intake of foods containing folic 


' acid. Folic acid, liver and vitamin By should be eliminated 


from the therapy. Frequent blood counts and an occasional 
bone marrow study should be performed. Toxic symptoms 
frequently observed are skin rash, ulcers in the mouth and 
mucous membranes, bleeding from the bowel and abdominal 
crainps. Acute lymphocytic anemia appears to be more readily 
controlled with aminopterin than granulocytic leukemia. The 
doses required in the former disease are somewhat less and the 
difficulties from hemorrhage are less frequent. It is practically 
impossible to successfully treat a chronic myelocytic leukemia 
with aminopterin. The authors are convinced that aminopterin 
will control acute leukemia adequately for extended periods but 
that infections and variations in the nutritional status present 
obstacles which are impossible to control over an extended time. 
These obstacles explain many of the therapeutic failures. 


Bulletin of U. S. Army Med. Dept., Washington, D.C. 


9:961-1064 (Dec.) 1949 
Estimation of Pulmonary Function in Thoracic Surgery. J. H. Forsee 
and E. D. Erman.—p. 961. 
Rooming-In and Natural Childbirth. C. D. Kimball and W. M. Hoover, 
—p. 975. 
About the Medical Department. P. I. Robinson.—p. 981. 
Overseas Consultant Program. W. F. Bowers.—p. 983. 
Psychosomatic Factors in Oral Disease. A. G. Chavoor.—p. 987. 
Tumors of Testis: Importance of Early Diagnosis. J. ©. Kimbrough 


and J. C. Denslow.—p. 993. 
Intestinal Parasites in Patients with Viral Hepatitis. J. A. Sheedy. 
—p. 998 


Rheumatoid Arthritis of Spine. D. C. Crain.—p. 1005. 
Administration of Procaine Intravenously: I. Introduction. J. J. 


Sheridan.—p. 1012. 
Id.: II. Chemistry, Pharmaoglogy and Toxicology of Procaine. J. W. 


Lassiter.—p. 1015. 
Changes in Bones and Soft Tissues in Paraplegia. A. B. Sou'e Jr. and 


D. W. S. Stiff.—p. 1018. 


Connecticut State Medical Journal, Hartford 
13:941-1018 (Oct.) 1949 


The New Building—Start to Finish. J. D. Gold.—p. 945. 
The Connecticut State Medical Society. H. S. Burr.—p. 950. 


13:1019-1116 (Nov.) 1949 
*Therapeutic Uses of Procaine Administered Intravenously. D. J. Graubard 


and M. C. Peterson.—p. 1021. 
Psychosomatic Aspects of Arthritis and Allied Disorders. R. Z. Solomon 


ard C. lL. Solomon.—p. 1027. 
Vaginal Cytology as Laboratory Procedure: Role of Technician in Cancer 
Detection. R. E. Kendall and E. S. Wheeler.—p. 1033. 
Palliative Treatment of Inoperable Cancer. N. W. Wawro.—p. 1036. 
*Bilateral Breast Cancer. J. R. Cullen and J. E. Burns.—p. 1041. 
Severe Allergic Reaction Following Penicillin. N. Kirsch.—p. 1044. 
Child Health Services in Connecticut. S. B. Weld.—p. 1047. 
Psychological Factors in Atomic Warfare. J. P. Cooney.—p. 1051. 


Intravenous Administration of Procaine Hydrochloride. 
—Graubard and Peterson believe that the intravenous admimis- 
tration of procaine hydrochloride has had sufficient application 
to warrant its acceptance as an adjunct to the management of 
some clinical entities. This report is based on their pers 
experiences during the past three years with over 700 patients 
who have received more than 3,500 infusions of procaine hydro- 
chloride. All infusions of the drug were given on the basis of 
the “procaine unit”: 4 mg. per kilogram of body weight ® 
twenty minutes. The solution had the strength of 0.1 per cent 
procaine in isotonic sodium chloride solution. Ascorbic acid 
(vitamin C) was added to all solutions to make a 0.1 per cent 
dilution or 1: 1,000 solution. This addition was made to meres 
resistance to toxic side effects of procaine. The authors 
clinical observations on the intravenous administration of = 
caine hydrochloride for the relief of pain in various forms 
trauma, fractures, sprains, traumatic arthritis, myofascitis, 
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herniated intervertebral disk, postoperative pain, reflex sympa- 
thetic dystrophy and head injuries. The inflammatory diseases 
treated include rheumatoid arthritis, rheumatic fever, neuritides, 
yascular diseases, arterial embolism, thrombophlebitis and bur- 
sitis. The patients with degenerative diseases who were treated 
included 136 with osteoarthritis. The group of miscellaneous 
cases included some with acute and chronic poliomyelitis, con- 
genital spasticity and paralysis agitans. Although the knowledge 
of the action of intravenous procaine is far from complete, suffi- 
cient data are now available to warrant increasing use of tie 
drug. What gives intravenous procaine a constantly increasing 
place in therapeutics is the aggregate of actions that it can 
exert simultaneously : analgesic, sympatholytic and vasodilating ; 
secondarily, parasympathetic and anticontracting. The authors 
conclude that intravenous procaine therapy is a safe procedure 
provided the administration is controlled. It warrants fucther 
investigation and should be considered as an adjunct in the 
management of pain. 

Bilateral Cancer of the Breast.—Cullen and Burns point 
out that in view of the microscopic variations often found if 
multiple sections are made of breast tumors and the multicentric 
origin of mammary cancer it is difficult to say that a second 
growth in the other breast is truly primary and not due to 
extension or metastasis. At the St. Francis Hospital in Hart- 
ford, with which the authors are connected, Nolan and Landry 
collected 303 cases of mammary carcinoma treated over the 
past nine years. Eighteen (5 per cent) showed bilateral involve- 
ment with © having bilateral mastectomy. The bilateral surgical 
intervention in 1 case was done at the same time, but tic 
second operation in the remaining 5 cases took place nine 
months to sixteen years later. It would be difficult to consider 
any of the cases as truly simultaneous in origin. In the 4 cases 
in which bilateral lesions were discovered at the same time 
they were all advanced beyond operability. The authors cite 
the history of a woman aged 45, in whom the right breast con- 
tained a hard tumor mass just above the nipple; a small portion 
of the mass was adherent to the overlying skin. In the left 
breast there was a firm, freely movable mass in the midportion 
of the medial side. Biopsy of a frozen section of each tumor 
was reported as carcinoma. The authors stress the following 
points: 1. Hilateral cancer of the breast is found often enough 
on initial examination to warrant a careful study of boca 
breasts. 2. It is not easy to prove a separate and simultaneous 
origin for both tumors. 3. Bilateral radical mastectomy should 
be performed when necessary. 4. Frozen section of the tumors 
from both breasts should be examined at the time of surgical 
intervention and a treatment plan should then be based on tie 
pathologist's report and the patient’s general condition. 5. When 
a patient has had a previous mastectomy for carcinoma, any 
mass developing later in the opposite breast should be considered 
as probably malignant. 6. The only reliable method of arriving 
at the correct diagnosis of a breast tumor is surgical removal 
with the pathologist on hand to examine the specimen. 


Delaware State Medical Journal, Wilmington 
21:223-246 (Oct.) 1949 
History of Medical Ethics. M. A. Tarumianz.—p. 223. 
gement of Acute Cardiac Infarction, with Emphasis on Recent 
Trends, L. S. Carey.—p. 229. 
Intensive Therapy of Syphilis. N. R. Ingraham Jr.—p. 237. 


Endocrinology, Springfield, Ill. 
Partial Index 


Lawrence.—p. 383. 
Thyroxin and Thiouracil on Time of Appearance of Ossification 
*ts of Rat Fetuses. R. M. Weiss and C. R. Noback.—p. 389, 
Excretion of Glucocorticoids in the Newborn. E. H. Venning, J. P. 


Gyorgy.—p. 430. 
Blood one Acetate: Studies on Reversibility of Its Effect on 
Loeb, 
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Hawaii Medical Journal, Honolulu 
9:69-132 (Nov.-Dec.) 1949 


Observations on Leptospiral Infections in Samoa. J. E. Alicata.—p. 85. 
Racial Analysis of Ocular Defects in Schools of Hawaii. H. E. Craw- 
ford and G. C. Hamman.—p. 90. 


*Potentialities in Congenital Syphilis with Case Presentations. W. B. 
Quisenberry.—p. 94. 
Clinical Psychology in Hawaii. C. J. Herrick.—p. 98. 


Potentialities in Congenital Syphilis.—Quisenberry cites 
the history of a family in which the mother had cerebrospinal 
syphilis with mental disturbances and several of her children 
had congenital syphilis. Two brothers and one sister of the 
mother likewise had syphilis of the central nervous system, and 
the father (grandfather of the children) had syphilis and 
leprosy. This shows that a neurotropic strain of Treponema 
pallidum has potentialities for causing congenital syphilis. Chil- 
dren born to neurosyphilitic patients should be closely followed, 
with particular attention to the nervous system. The incidence 
of congenital neurosyphilis is much higher among children born 
to neurosyphilitic parents than in an unselected group of patients 
with congenital syphilis. Cases of congenital syphilis often point 
the way to cases of acquired syphilis and lead to the discovery 
of other disease entities. Progress has been made in the control 
of congenital syphilis. It should be possible to virtually eliminate 
this disease through the employment of proper regulations, 
careful examinations and modern therapeutic methods. 


Indiana State Medical Assn. Journal, Indianapolis 
42:1119-1226 (Nov.) 1949 


President’s Address. A. P, Hauss.—p, 1135. 
Valgus Factor in Fracture of Ankle. E. B. Mumford.—p. 1138. 
Allergic Manifestations in Childhood. H. S, Dieckman. 
—p. 1143. 
Pneumothorax Due to Pulmonary Infarct: Report of 2 Cases. L. 
M. Sales.—p. 1146. 


42:1227-1314 (Dec.) 1949 


General Principles of Psychotherapy in General Practice. E. C. Bull- 
ings.—p. 1243. 

Practical Considerations in Treatment of Poliomyelitis. W. T. Green. 
—p. 1249. 

Measles Encephalitis: Report of 12 Cases of Measles Encephalitis m 
Indiana in First Six Months of 1948 with Brief Review of Litera- 
ture. J. B. Seagle.—p. 1254. 

Epidermal and Dermal Sensitization from Mercury: Its Effect on 
Vision and Nail Growth. L. E, Gaul and G. B, Underwood.—p. 1258. 


Journal of Experimental Medicine, New York 
90:511-622 (Dec.) 1949 

Serial Renal Clearances in Dogs with Nephrogenic and Spontaneous 
Hypertension. J. Stamler, L. N. Katz and S. Rodbard.—p. 511. 

Effect of Podophyllotoxin on Tissue Metabolism and Enzyme Systems. 
Z. B. Miller, C, Davison and P. K. Smith.—p. 525. 

Inhibition of Streptococcal Desoxyribonuclease by Rabbit and Human 
Antisera. M. McCarty.—p. 543. 

Cellular Mechanisms of Antibacterial Defense in Lymph Nodes. R. O. 
Smith and W. B. Wood Jr.—p. 555. 

Effects of Various Horse Serum Fractions in Producing Cardiovascular 
and Renal Lesions in Rabbits. R. W. Wissler, K. Smull and J. B. 
Lesh.—p. 577. 

Effect of Size of Inoculum and Age of Infection on Curative Dose of 
Penicillin in Experimental Infections with Streptococci, Pneumococci 
and Treponema Paliidum. H. Eagle.—p, 595. 


Journal of International College of Surgeons, Chicago 


12:773-906 (Nov.-Dec.) 1949. Partial Index 


“Bilateral Vagal Resection, New Approach to Peptic Ulcer Problem: 


Analysis of 100 Cases. R. L. Sanders.—p. 773. 

Concept of Gastroduodenal Ulcerogenic Disease. F. E. Christmann. 
—p. 782. 

Spontaneous Pn perit Diagnostic Significance. J. B. O’Don- 
oghue and M. B. Jacobs.—p. 784. 

Acute Vascular Thrombosis of Small Intestine: Experience with 
Mesenteric Occlusion and Jejunal Infarction. F. Asencio,—p. 794. 

Radical Treatment for Inguinal Hernia. K. M. Lippert.—p. 800. 

Open Operative Treatment of Major Fractures and Joint Iniuries. L. 


Faske, A. L. Shapiro and E. L. White.—p. 808. 
Aut plasty. H. I. Harris.—p. 827. 


Transabdominal Bilateral Vagus Resection.—Sanders 
performed transabdominal bilateral vagus resection on 100 
patients with peptic ulcer between October 1946 and April 1942. 
These operations were performed for gastrojejunal ulcers and 
for intractable, obstructive and bleeding duodenal ulcers. A 
gastroenterostomy was added to the vagus resection in 77 
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patients and a pyloroplasty in 2 patients. The abdominal approach 
permits ample resection of the nerves, provided the left lobe of 
the liver is first mobilized. The author considers the abdominal 
route preferable to the transthoracic, because the disease process 
may be visualized and a definitive surgical intervention, if 
indicated, may be performed through the same incision. Con- 
valescence is smoother and more comfortable, and complications 
are less likely to develop. Seventy-nine of the 100 patients 
obtained an excellent result with complete or almost complete 
relief of symptoms. Fifteen had good or fair results, continuing 
to experience some disturbance chiefly attributable to gastric 
atony. Six were only slightly benefited. The outcome in 5 of 
the latter is largely explained by the fact that the ulcers were 
mild in type, though in 1 of these the vagus resection was prob- 
ably inadequate and another had an ulcer neurosis. Biiateral 
vagus resection is most suitable for clearcut, active ulcers, 
preferably though not necessarily associated with a high level 
of free acid. In-such cases pain should be relieved immediately, 
and digestive disturbances should promptly or gradually subside 
as gastric tonus is restored. In the typical case the post- 
operative acids are low, even after the injection of insulin, and 
there is evidence of healing of the ulcer within a few weeks or 
months. The prospect for cure is far more favorable if a pyloro- 
plasty or gastroenterostomy is performed in conjunction with 


vagus resection. 


Journal of Investigative Dermatology, Baltimore 
13:221-308 (Nov.) 1949 
Production of Bullae in Pemphigus with Hyaluronidase. M. L. Grais. 


—p. 221. 
Effects of Feeding Certified Food Azodyes in Paraphenylenediamine- 


Hypersensitive Subjects. R. L. Baer and M. Leider.—p. 223. 
Follicular Atrophoderma and Pseudopelade Associated with Chondro- 
dystrophia Calcificans Congenita. H. O. Curth.—p. 233. 
Studies in Allergy of Infection: I. Responses of Skin to BCG Vaccina- 
tion in Various Categories of Tuberculin Sensitivity. M. Leider and 


M. B. Sulzberger.—p. 249. 

Diagnostic Value of Skin Biopsies. F. A. Ellis.—p. 265. 

Apparatus for Examination and Photography of Cutaneous Surface at 
Moderate Magnifications. C. R. Siebentritt Jr.—p. 281. 

Inflammatory Reactions to Molluscum Contagiosum Possibly of Immuno- 
logic Nature. H. Pinkus and D. Frisch.—p. 289. 

Antimony Preparations in Treatment of Mycosis Fungoides. J. Garb. 


p. 295. 


Journal of the Mount Sinai Hospital, New York 
16: 207-266 (Nov.-Dec.) 1949 
Clinical Implications of Shwartzman Phenomenon. B. Black-Schaffer. 


—p. 207. 
*Massive Cerebral Hemorrhage Following Heparin Therapy in Subacute 


Bacterial Endocarditis: Report of 2 Cases with Review of Litera- 


ture. S. M. Cohen.—p. 214, 
Hunger and Appetite: Definitions and Concepts. H. D. Janowitz 


and M. I. Grossman.—p, 231. 
Coincidental Polypi, Diverticulitis and Multiple Carcinoma of Colon. 


S. H. Klein.—p. 241, 
Nonparasitic Cysts of Spleen: Report of 2 Cases. I. H. Parnes. 


Syndvome Relieved by Electrocoagulation of Membranous 

Labyrinth: Report of Case. J. G. Druss.—p. 252. 

Cerebral Hemorrhage Following Heparin Therapy in 
Endocarditis.—Cohen discusses the history of heparin, its 
relation to mast cells, its chemistry, mechanism of action, 
physiology and clinical application. Friedman and others in 
1939 introduced the combined heparin and sulfapyridine therapy 
for subacute bacterial endocarditis. Heparin was added on the 
theory that it would prevent new fibrin and thrombocyte for- 
mation. One of their patients died of a cerebral hemorrhage. 
Kelson and White reported a series of 7 patients treated in the 
same way. They too reported a death due to cerebral hemor- 
rhage. This method was also tried at the Mount Sinai Hospi- 
tal in 1939, and in 2 instances cerebral hemorrhage and death 
occurred. These 2 cases are herein reported. The pathologic 
aspects of these 2 cases were unusual in that the blood in the 
areas of brain softening tended to remain fluid and showed little 
tendency to organize. This serves to support the explanation 
of the cause of these hemorrhages and might shed further light 
on the sequence of events preceding the spontaneous cerebral 
hemorrhage. Twelve other cases with postmortem reports were 
found in the literature in which treatment of subacute bacterial 
endocarditis either with a combination or sulfapyridine and an 
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anticoagulant or with heparin alone was followed by a cerebral 
hemorrhage. The coagulation time prior to death in these cases 
was thirty minutes or longer. The author concludes that » 
previous area of encephalomalacia produced by embolus from 4 
vegetation on a diseased valve served as an area of lowered 
resistance to the rupture of a cerebral vessel. The decreased 
coagulability of the circulating blood due to heparinization per- 
mits uncontrolled extravasation of blood through a ruptured 
vessel into the surrounding area of tissue softening, leading 
to massive cerebral hemorrhage and death. 


Journal of Nervous and Mental Disease, New York 


110 : 369-460 (Nov.) 1949 


Functions of Cerebral Cortex. P. Bailey.—p. 369. 

Use of Wild Norway Rat for Psychiatric Research. C. P. Richter. 
—p. 379. 

Instincts and Emotions in Anencephalic Monster. J. M. Nielsen and 
R. P. Sedgwick.—p. 387. 

Procaine as Autonomic Drug. C. W. Olsen.—p. 395. 

Common Surgical Lesions Causing Mental Disorders. A. Pollak and 
G. N. Thempson.—p. 400. 

Mass Action Versus Mosaic Function of Frontal Lobe. W. Freeman. 
—p. 413. 

General Pathologic Findings Associated with Cases of So-Called Fune- 
tional Psychoses. C. Rupp and G. Wilson.—p. 419. 

Cytological Changes in Nerve Cells in Dementia Praecox. J. W. Papez 
and J. F. Bateman.—p. 245. 

Neurophysiological Theory of Psychoneurosis. L. J. Meduna.—p, 438, 


J. Neuropathology & Exper. Neurology, Baltimore 
8:355-456 (Oct.) 1949 

Ependymomas and Choroid Plexus Papillomas. N. Ringertz and A, Rey- 
mond.—p. 355. 

Histopathologic and Histometabolic Correlations in Some Demyelinating 
Diseases. L. Roizin.—p. 381. 

Selective Destruction of Large Motoneurons by Poliomyelitis Virus: 
Il. Size of Motoneurons in Spinal Cord of Rhesus Monkeys. R. 
Hodes, S. M. Peacock Jr. and D. Bodian.—p. 400. 

Selective Staining of Experimental Brain Tumors During Life. J. L 
Bates and J. Kershman.—p, 411. 

Neurography Following Experimental Nerve Suture and Crush Injury. 
J. A. Epstein, D. Berman and I. M. Tarlov.—p. 419. 

Iron and Calcium Deposits in Brain; Their Pathologic Significance. 
G, Strassmann.—p. 428. 

Leptothrix as Cause of Brain Abscess: Report of 2 Cases. E. L. 
Boermann and T. C. Erickson.—p. 436. 

Canine Epilepsy Caused by Flour Bleached with Nitrogen Trichloride: 
IV. Histopathology. M. L. Silver.—p. 441. 

Experimental Studies in Post-Traumatic Epilepsy: Preliminary Report, 
J. Ransohoff and S. Carter.—p. 446. 


Journal of Pediatrics, St. Louis 


35:671-810 (Dec.) 1949. Partial Index 

*Brain Tumors in Children: I. General Considerations. A. E. Walker 
and T. L. Hopple.—p. 671. 

Acute Lymphocytic Choriomeningitis: Study of 21 Cases. W. B 
Green, L. K. Sweet and R. W. Prichard.—p. 688. 

Observations on Treatment of Case of Glycogen Storage Disease. 6. 
H. Lowrey and J. L. Wilson.—p. 702. ‘ 

Effect of Preoperative Roentgen-Ray Therapy on Arterial Hyperter 
sion in Embryoma (Kidney). J. E. Bradley and M. E. Drake 
—p. 710. 

Incidence of Mycotic Infections in Children with Acute Respiratory 
Disease. F. C. Whitcomb, A. Milzer and R. H. Kunstadter.—p. 715. 

*Diabetes Mellitus in Children: Review of 500 Cases. H. J. Jon 
—p. 723. 

Renal Function in Diabetes Insipidus. L. Barta.—p. 745. 

Effect of Antihistaminic Drugs on Tuberculin Patch Test. E Lb 
Kendig Jr., W. P. Spencer and C. W. LaFratta.—p. 750. 

Beta Disturbance of Electrophoretic Pattern of Blood Serum in Polio 
myelitis. V. C. Kelley, D. Doeden, T. N. Hall and I. MeQuame 


—p. 752. 
Myotonia Congenita. D. R. Hirsch, J. Dancis and R. S. Ward.—p 7@ 


Brain Tumors in Children—Walker and Hopple report 
on 100 cases of brain tumors in patients who presented sym 
toms before their sixteenth birthday. The tumors were prove 
by visual verification, and in all but 7 instances by microscop® 
examination of biopsy or autopsy tissue. The highest age @ 
dences (10 cases) occurred in children aged 6 years. 
at this period is probably due to the tendency of 
tomas to occur at this age. There were 19 hemispheral tumors 
20 third ventricle tumors, 45 cerebellar tumors, 12 tumors of the 
pons and 4 tumors of the base. A decided predilection ff 
tumors to occur in the posterior fossa was observed, 3 
as a tendency for tumors to develop along the neural axis. 4 
a single acoustic neuroma or pituitary adenoma and only 
meningiomas were observed. Many types of tumor common! 
seen in adult life are rarely seen in childhood. The symplom 
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of brain tumors presented by children are largely due to intra- 
cranial hypertension, although occasionally focal manifestations 
are present. The mass of the tumor within the intracranial 
cavity is compensated for by a decrease in the amount of cere- 
prospinal and ventricular fluid, interstitial fluid and blood in the 
intracranial cavity. This is accomplished by a molding of the 
brain to fill all space ordinarily occupied by cerebrospinal 
fuid. Herniation about the mesencephalon or medulla may 
cause serious depression of vital functions. The diagnosis of 
neoplasm is made on the course of the disease. Conditions 
which may simulate tumor must be eliminated. In the absence 
of definite focal symptoms or observations the tumor is likely 
to be located within the posterior fossa. Tumors of the third 
ventricle in children often do not produce diencephalic manifes- 
tations and cannot be distinguished clinically from tumors of 
the posterior fossa; the aid of laboratory tests is essential in 
making a correct diagnosis in such cases. Roentgenograms, 
arteriography, air studies and radioactive isotopes may aid in 
the location of the tumor. In the case of posterior fossa 
and hemispheric tumors a direct exploration seems advisable, 
but in the case of third ventricle tumors the mortality is so 
high that palliative procedures are wise. In most cases it 1s 
impossible to differentiate tumors of the third ventricle from 
those of the posterior fossa. It is advisable to explore the pos- 
terior fossa in such cases and, if no tumor is found, to do a 
Torkildsen ventriculostomy, later giving roentgen therapy. This 
may lower the operative mortality of third ventricle tumors 
and insure that an operable tumor of the cerebellum has not 
been overlooked. 

Diabetes Mellitus in Children.—John reports on 500 
cases of diabetes mellitus occurring in patients in the first two 
decades of life in a series of 6,000 diabetic persons observed 
during a period of twenty-seven years. The incidence of 
diabetes mellitus in patients aged 20 or less was 8.3 per cent. 
The sex distribution in the 500 cases was practically equal, with 
2355 (51 per cent) boys and 245 (49 per cent) girls. There was 
a hereditary or familial history of diabetes mellitus in 135 
patients (31.5 per cent of the 427 patients in whom a history 
was obtained) with a somewhat higher incidence of 16 in 46 
Jewish children of the group (35.5 per cent). There was a 
history of antecedent infection in 164 patients. In the majority 
of these the diabetes appeared within two months after the 
infection. Thus heredity and infection apparently are the most 
important etiologic factors in juvenile diabetes, whereas in 
older patients obesity and degenerative diseases play a pre- 
dominant part. Three hundred and sixty-four of the 500 
patients were traced to the present time. Three hundred and 
three (83.2 per cent) are living, and 61 (16.7 per cent) are 
dead. Diabetic coma was the principal cause of death, account- 
ing for 31 of the 61 deaths. Eleven of the 61 patients died 
from intercapillary glomerulosclerosis, the second most important 
cause of death. The other deaths occurred after infections, sur- 
gical operations or accidents. The largest number, 18 of 61, 
died within the first year after onset of the diabetes. Thirty- 
seven of the deaths occurred in boys and 24 in girls. The 
incidence of diabetic coma has become considerably less than in 
the first decade after insulin was discovered: 50 of 218 patients 
(23 per cent) seen from 1920 to 1934 had diabetic coma, 
and 27 of 282 patients (9.5 per cent) seen from 1934 to 1948 
had diabetic coma. The optimism concerning the fate of diabetic 
children in the years immediately following the discovery of 
msulin has been modified considerably by the high incidence in 
these patients of premature arteriosclerotic changes, which lead 
‘o blindness and early death in many instances. The incidenc= 
of albuminuria (26 of 83 patients who submitted regularly to 
veriodic examinations over a period of years) did not increase 
‘gnificantly with longer duration of diabetes. 


Kentucky Medical Journal, Bowling Green 
47:425-466 (Nov.) 1949 


Where Does Medicine Stand Today? H. L. Houston.—p. 433. 
lighhg hts in Urology. W. R. Miner.—p. #38 
yeasty. L. T. Minish Jr.—p. 443. 


~atrhea in Infancy: Chemistry 
Parenteral Fluid 


—p. 449, 


i Changes Before and 
Love.—p. 451. 
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Maine Medical Association Journal, Portland 
40:315-344 (Nov.) 1949 


Government’s Responsibility for Health of Its Citizens. 
—p. 315. 

Maine State Police. F. W McCabe.—p. 318. 

Preoperative Preparation and Postoperative Care of Surgical Patient. 
D. H. R. Lester.—p. 321. 

Retrodisplaced Uterus. C. L. Larkin.—p. 328. 

Carcinoma of Cervix Complicating Labor at Term. E. D. Humphreys, 
M. A. Webber and P. R. Briggs.—p. 332. 


Michigan State Medical Society Journal, Lansing 


48:1313-1424 (Nov.) 1949. Partial Index 


Tuberculosis Control: Responsibility of Michigan Department of 
Health. J. A. Cowan.—p. 1356. 


J. S. Lawrence. 


Role of Private Physician in Control of Tuberculosis. K. J. Feeney. 
—p. 1361. 

Tuberculosis Case-Finding in General Hospitals. F. J. Hodges. 
—p. 1362. 

Tuberculin Test: Physician’s Most Effective Weapon Against Tubercu- 
losis. J. A. Myers.—p. 1363. 


Mass Chest X-Rays and Practicing Physician. 
—p. 1365. 

Tuberculosis Among Food-Handlers 

“Don’ts” in Clinical 
—p. 1368. 

Laboratory Aids in Diagnosis and Contro! of Pulmonary Tuberculosis. 
H. E. Cope.—p. 1369. 

Resection in Pulmonary Tuberculosis. 

Changing Trend 
Tuttle.—p. 1373. 

Thoracoplasty: Ten Years’ 
Isbister.—p. 1375. 

Tuberculous Meningitis. 
—p. 1379, 

Management of Patient in Post-Sanatorium Period. G. A. Sherman. 
—p. 1383. 

Role of Sanatorium in Rehabilitation. 


B. R. Van Zwalenburg. 


T. A. Barton.—p. 1366. 


Management of Tuberculosis. J. W. Towey. 


C. Haight.—p. 1371. 


in Therapy of Pulmonary Tuberculosis. W. M. 


Experience. A. L. Stanley and J. L. 


D. C. Young, E. M. Jones and W. L. Howard. 


J. R. Acocks.—p. 1384. 


New England Journal of Medicine, Boston 
241:849-888 (Dec. 1) 1949 

Thromboangiitis Obliterans: Evaluation of Therapy, with Special Ref- 
erence to Lumbar Sympathectomy. E. Hamlin Jr., R. Warren and 
H. E. Kennard.—p. 849. 

Parenteral and Aerosol Administration of Antihistaminic Agents in 
Treatment of Severe Bronchial Asthma. H. J. Rubitsky, E. Bres- 
nick, L. Levinson and others.—p. 853. 

*Liver-Function Tests in Alcoholic Patients. G. M. Lepehne.—p. 860. 

Conjunctival and Corneal Calcification in Hypercalcemia: Roentgeno 
logic Findings. F. G, Fleischner and S. R. Shalek.—p. 863. 

*Agranulocytosis Following Pyribenzamine: Report of Case. A. M. 
Cahan, E, Meilman and B. M. Jacobson.—p. 865. 

Rh and Other Blood Groups. L. K. Diamond and F, H. Allen Jr. 
—p. 867. 

Carcinoma of Adrenal Cortex.—p, 874. 

Renal-Cell Carcinoma of Right Kidney.—p. 877. 

Liver Function Tests in Alcoholic Patients.—Lepehne 
made liver function tests on a large number of unselected alco- 
holic patients. Parenchymal hepatic damage was demonstrable 
by the cephalin cholesterol flocculation test in 37.86 per cent of 
140 specimens examined, by the quantitative urobilinogen test 
on the urine in 30.15 per cent of 2,308 specimens examined, 
by the methylene blue test for bilirubinuria in 21.33 per cent 
of 150 specimens examined and by the sulfur test for cholic 
acids in the urine in 19.40 per cent of 660 specimens examined. 
These figures are consistent with the results obtained by former 
investigators. There is no regular correspondence between the 
four tests. In the acute stages the urobilinogen test and the 
cholic acid test seemed to be more sensitive than the urobilinogen 
test. In the more subacute and chronic stages the cephalin 
flocculation was sometimes the only positive test. A good 
screening method for office practice to detect early hepatic 
disturbance is the simultaneous performance of the qualitative 
urobilinogen test, the modified sulfur test for cholic acids and 
the methylene blue test for bilirubinuria. The urobilinogen test 
should be made on the afternoon specimen, because in 36.6 per 
cent of cases the afternoon excretion of urobilinogen exceeded 
the morning excretion. The hepatic dysfunction in alcoholic 
patients may be largely transient. Even serious damage can 


* subside within a month. The occurence of severe cirrhosis was 


rare. This corresponds well with the opinion that hepatic cir- 
rhosis develops only when several damaging factors have been 
present. The combination of the modern treatment of alco- 


‘holism by the conditioned reflex and psychiatric methods with 


an early modern anticirrhotic therapy may prevent the develop - 
ment of hepatic cirrhosis in these patients. 


A 
‘ebral 
Cases 
hat 2 
‘om 3a 
wered 
eased 
per- 
tured 
York 
Richter. 
en and 
ak and 
reeman. 
i Fune- 
. Papez 
. 438. 
more 
A. Rey- 
elinating 
Virus: 
R. 
e 
| Injury. 
nificance. 
EL 
chloride: 
y Report. 
Walker 

w. 
sease. G. 
H 
715. | 
J. Jou. | 
EL 
obo 
{cQuarne. 
i.—p. 700. 
le report 
ed symp 
| 


1104 


Agranulocytosis Following Tripelennamine Therapy. 
—Cahan and his associates say that the effectiveness of tri- 
pelennamine (pyribenzamine ®) hydrochloride in many allergic 
states and its apparent freedom from toxicity have led to its 
widespread use with little fear of serious reaction. They cite 
the case of a woman, aged 39, who entered the hospital com- 
plaining of a sore tongue and mouth of three days’ duration. 
The past history included migraine headache, for which she 
had frequently used an acetylsalicylic acid compound. There 
was no history of allergic reactions to foods or drugs until two 
months before admission, when she noted a rash. Seven weeks 
hefore entry she was treated with diphenhydramine (bena- 
dryl®) hydrochloride, lotions and salves without effect. Medi- 
cations were changed to tripelennamine hydrochloride, 50 mg. 
three times daily, chloral hydrate for sleeplessness and ergono- 
vine maleate for her headaches. On this program the rash and 
itching subsided. Three and a half weeks before admission the 
tripelennamine hydrochloride dosage was reduced to 25 mg. 
three times daily. She had used no medicament except tripelen- 
namine for at least a week preceding the onset of the present 
illness. During the five and a half weeks preceding her illness, 
she had taken a total of 4.0 Gm. of tripelennamine hydro- 
She had had a normal menstrual period beginning 
two days before the onset of her illness. The drug seems to be 
incriminated on the basis of the history. The depression of 
the granulocytes that occurred only after prolonged administra- 
tion of tripelennamine seems analogous to the leukopenia seen 
after extended use of such drugs as the sulfonamides, thiouracil 
or propylthiouracil. Although folic acid was used in therapy, the 
authors do not believe that it played a role in recovery, since 
the rise in the white cell count had begun before folic acid 
was given. The significant monocytosis observed initially and 
in subsequent examinations may be considered evidence of the 
onset of spontaneous recovery. Thompson reported cyclic neu- 
tropenia preceding the menstrual flow, and he believed that the 
onset of menstruation was a predisposing factor in the precipi- 
tation of agranulocytosis. In the authors’ case the acute symp- 
toms began two days after the beginning of the menstrual 
period. The authors stress the advisability of performing white 
cell counts on any patient receiving tripelennamine hydrochloride 
for prolonged periods and showing signs of agranulocytosis. 


New York State Journal of Medicine, New York 
49: 2863-2988 (Dec. 15) 1949 


Gastric Resection for Peptic Ulcer in Poor-Risk Patients. J. D. 
Stewart, H. W. Hale Jr. and J. E. Hix.—p. 2911. 

Gastric Malignancy. J. J. Morton.—p. 2915. 

Selection of Operation for Carcinoma of Lower Portion of Colon and 
Rectum. C. W. Mayo.—p. 2919. 

*Renal Lipomatosis. F. C. Farrow, J. B. Cross, S. Tannhauser and 
J. T. Andrews.—p. 2924. 

Ureterosigmoid Anastomosis by Direct Elliptic Connection. R. M. Nes- 
bit and A. W. Bohne.—p. 2933. 

Etiology and Treatment of Pancreatitis. H. Doubilet and J. H. Mulhol- 


chloride. 


land.—p. 2938. 

Diabetes Control in Public Health Program. H. L. C. Wilkerson. 
—p. 2945. 

Genitourinary Symptoms Due to Extrinsic Disease. W. J. Kennedy. 


—p. 2953. 
Relative Importance of Leading Causes of Death in New York City. 


G. J. Drolet.—p. 2956. 

Renal Lipomatosis.—Farrow and co-workers report 2 men 
and 6 women with renal lipomatosis, which is a relatively 
little known pathologic entity in which varying amounts of 
destroyed renal parenchyma become replaced by fat. Five of 
the 8 patients showed far-advanced replacement of the renal 
substance ; the process was moderately advanced in 1 and mini- 
mally present in 2. Microscopic analysis suggested a mecha- 
nism for the pathogenesis of renal lipomatosis somewhat different 


from those propounded by other authors, namely, that lipomato-- 


sis develops through the transitional stage of a lipoid granuloma, 
which is then replaced by adult fat tissue. It is considered that 
no invasion from the renal sinus is necessary to explain this 
replacement. Attention is drawn to similar processes in chronic 
inflammation of other organs. The role of renal caiculi in estab- 
lishing and maintaining severe renal infections is stressed. 


CURRENT MEDICAL LITERATURE 


Proc. Soc. Exper. Biol. & Med., Utica, N. yY, 
72:1-276 (Oct.) 1949. Partial Index 


Enzyme Inhibition in Relation to Chemotherapy. W. W. Ackermann and 
V. R. Potter.—p. 1. 

Inhibitory Effect of Nitrogen Mustard (Bis Beta-Chloroethy! Amine) on 
Lesions of Experimental Serum Hypersensitiveness. S. C. Bukantz, 
G. J. Dammin, K. S. Wilson and others.—p. 21. 

Effects of Beta Rays on Central Nervous Tissues. B. Campbell and R. 


Novick.—p. 34. 
Failure of Aureomycin in Treatment of Experimental Tuberculosis. T, [. 


Perry.—p. 45. 

“Crystalline” Virus-Like Particles from Skin Papillomas Characterized by 
Intranuclear Inclusion Bodies. M. J. Strauss, E. W. Shaw, H. Bunt. 
ing and J. L. Melnick.—p. 46. 

Effect on Prothrombin of Acute Massive Plasmapheresis with Simul 
taneous Chloroform Intoxication. J. R. Carter, G. H. Chambers and 


E. D. Warner.—p. 52. 
Electrocardiographic Changes Produced on Syrian Hamster (Cricetys 
Auratus) by Diphtherial Toxins. K. Braun, L. A. Stuczynski and N. 


Grossowicz.—p. 58. 
“Influence of Alloxan Diabetes on Cholesterol Atheromatosis in Rabbit 
H. C. MeGill Jr. and R. L. Holman.—p. 72. : 
Electroencephalogram in Parkinsonism. H. Newman, R. McNaught and 


F. O’Donnell.—p. 95. 
Rat Growth Assay for Vitamin Bw. D. V. Frost, H. H. Fricke and 


H. C. Spruth.—p. 102. 

“Prevention of Secondary Infection due to Pseudomonas Aeruginosa in 
Frostbitten Tissue. J. Pichotka and R. B. Lewis.—p. 127. 

*Use of Heparin in Treatment of Experimental Frostbite. J. Pichotka and 


R. B. Lewis.—p. 130. 
Determination of Iodine ™ in Urine. R. R. Edwards, W. A. Reilly and 


R. G. Holmes.—p. 158. 
Seasonal Variation in Human Fasting Blood Sugar Levels. L. F. Hallman 


and E, Orent-Keiles.—p. 171. 

Inhibitory Effect of Cow's Milk on Influenza Virus Hemagglutination, 
F. Lanni, Y. T. Lanni and J. W. Beard.—p. 227. 

Distribution of Bacitracin in Body. P. Teng, F. S. Levin and F. L. 
Meleney.—-p. 244. 

Neutralization of Three Immunological Types of Poliomyelitis Virus by 
Human Gamma Globulin. D. Bodian.—p. 259. 


Alloxan Diabetes and Cholesterol Atheromatosis.— 
McGill and Holman found that when rabbits with alloxan 
diabetes were fed with a cholesterol-enriched diet, their blood 
cholesterol levels became much higher than those of normal 
rabbits fed the same diet. Atheromas appeared consistently in 
controls and also in alloxan-injected, nondiabetic rabbits after 
forty-one days on this diet but only to a slight degree in 1 
diabetic rabbit fed the same diet for ninety-eight days. These 
observations indicate that under the conditions of this experi- 
ment alloxan diabetes retards in time and degree the develop- 
ment of cholesterol atheromatosis in the rabbit and that it 
represents a conclusive demonstration that hypercholesterolemia 
of itself does not lead to the formation of atheromas. 

Prevention of Infection in Frostbite.—Pichotka and 
Lewis point out that one of the major problems in investigations 
on frostbite is the prevention of infection of the frozen tissue. 
Without prophylactic treatment infection occurs in practically 
all cases of severe frostbite. They describe the results of the 
application of penicillin and sulfamylon® (4-amino-2-methyi- 
benzene sulfonamide hydrochloride) to the injured area after 
severe experimental local cold injury. They found that of #8 
animals with severe experimental frostbite 30 cases of infection 
with Pseudomonas aeruginosa (Bacillus pyocyaneus) occurred, 
although the frozen area was treated locally with penicillin 
ointment. Of 212 animals with the same degree of cold injury 
treated with 3 per cent sulfamylon® ointment, only 4 animals 
developed local infection with Ps. aeruginosa. In 180 of these 
animals the dressings were changed daily and none became 
infected. The dressings of 32 animals were changed every 1° 
to four days; in this group 4 infections occurred. The authors 
conclude that sulfamylon® is superior to penicillin in its effect 
on infections due to Ps. aeruginosa. 

Use of Heparin in Frostbite—Pichotka and Lewis tried 
to reproduce the excellent results which Lange and his collabo- 
rators had obtained with heparin in the prevention of gangrem 
after local cold injury. A total of 153 rabbits had their leg 
exposed to temperatures of —25 C. or —15 C. for thirty minutes 
and subsequently were treated with heparin admini intra 
venously for a period of six days. Eighty animals wet 
frostbitten at the same temperatures and for the same expostr 7 
times and used as untreated controls. A statistical analys# 
the results showed that tissue necrosis from frostbite was 
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significantly less in. the heparin-treated animals. Of 153 animals 
that were treated with heparin, 74 died; only 17 of 80 control 
animals succumbed during the experiment. The fatalities in the 
heparin-treated series were due to fatal internal hemorrhages 
in 53 cases, to a shocklike condition in 17 and to unknown 
cquses in 4. The death rate was significantly increased in 
yimals that received heparin in doses proposed by Lange and 
associates. 


Public Health Reports, Washington, D. C. 
64: 1439-1498 (Nov. 18) 1949 


Statistical Studies of Heart Disease: V. Illness from Heart and Other 
Cardiovascular-Renal Diseases Recorded in General Morbidity Sur- 
veys of Families. S, D. Collins—p. 1439. 


64: 1499-1538 (Nov. 25) 1949 
Better Patient Care Through Coordination. J. RK. McGibony and L. 


Block.—. 1499. 
64: 1539-1574 (Dec. 2) 1949 


Financial Aid and Case-Work Services to Tuberculous Patient and 
Family: San Antonio Plan. J. Zeck.—p. 1541. 

Characteristics of Commercial X-Ray Screens and Films —-X. W. W. Van 
Allen.—p. 1560. 

Evaluation of Histoplasmin Reaction in Detection of Naturally Occurring 
Histoplasmosis in Dogs. J. A. Prior, C. R. Cole and V. Torbet. 


—p. 1562. 
64: 1575-1602 (Dec. 9) 1949 


Average Poliomyelitis Incidence Reported in the Counties of the United 
States, 1932-1946. A. G. Gilliam, F. M. Hemphill and J. H. Gerende. 
—p. 1575 

Poliomyelitis Epidemic Recurrence in the Counties of the United States, 
1932-1946. A. G. Giiliam, F. M. Hemphill and J. H. Gerende. 


—p. 1584 
64: 1603-1630 (Dec. 16) 1949 


Report of Nutrition Demonstration Program in Ottawa County, Michigan. 
E. S. Osborne Jr., E. C. Tabor, M. M. Bousler and others.—p. 1603. 

‘Oral Administration of Killed Brucella to Man. N. B. McCullough, C. W. 
Eisele and G. A. Beal.—p. 1613. 

‘Recovery of C. Burnetii from H. Savignyi Collected in Spain. R. R. 
Parker, J. ie Prada, E. J. Bell and D. B. Lackman.—-p. 1616. 


Oral Administration of Killed Brucella in Man.— 
MeCulloug! and his associates point out that Brucella agglutinins 
lave been observed in many persons who have had no illness 
suggestive of brucellosis and no known adequate exposure to 
live Brucella organisms. It is also recognized that there is a 
high incidence of dermal sensitivity to Brucella products in the 
absence of a history of illness or exposure. This is true even 
among persons who have always lived in large cities and can 
give no history of raw milk consumption. There is a possibility 
that the ingestion of dead Brucella in pasteurized dairy products 
may be responsible for the presence of Brucella agglutinins. 
The authors describe experiments designed to clarify this point. 
Healthy adult male volunteers at a state penal institution were 
the subjects. Volunteers were carefully selected in reference to 
mevious exposure history and residence. It was found that 
prolonged feeding of killed Brucella to healthy persons, even 
with maximum total doses of 49 billion organisms, failed to 
Moduce significant agglutination titers or dermal sensitivity. 
Occurrence of Coxiella Burnetii in Spain.—Parker and 
tis associates say that two strains of Coxiella burnetii (Rick- 
‘ttsia burnetii) have been recovered from 16 adult specimens of 
Hyalomma savignyi collected from a sheep in the Province 
ot Salamanca, Spain. This is the first proof of the occurrence 
of C. burnetii in that country, although its clinical presence has 
been suspectec! for some time. The identification of the infectious 
agent tsolated from the two groups of H. savignyi as C. burnetii 
justified by the positive complement fixation and immunity 
sts for Q fever. Blane and co-workers in 1946 reported the 
Ped of C. burnetii from ticks of this same species collected 
rom the ground near the burrows of gerbils (Meriones shawi) 
" Southern Morocco. This strain was forwarded to the Rocky 

Laboratory in specimens of Rhipicephalus sanguineus. 

these ticks were dead and quite dry on receipt in 
October 1946, the infectious agent was readily recovered from 
this oan complete cross immunity was demonstrated between 

°foccan strain and American, Australian, Italian and 
Panamanian strains of Q fever. 
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Radiology, Syracuse, N. Y. 
53 :625-780 (Nov.) 1949 


Roentgen Demonstration of Displaced Intracranial Physiologic Calcifica- 
tion and Its Significance in Diagnosis of Brain Tumors and Other 
Space-Occupying Diseases. B. R. Young.—p. 625. 

“Eighth Nerve Tumors: Their Roentgen Manifestations. P. J. Hodes, 
E, P. Pendergrass and B. R. Young.—p. 633. 

Roentgenologic Observations Concerning Erosion of Sella Turcica. J. D. 
Camp.—p. 666. 

Roentgen Diagnosis of Meningiomas of Sphenoidal Ridge. E. P. 
Pendergrass, J. W. Hope and C. R. Perryman.—p. 675. 

Spinal Poni Tumors. J. R. Hannan, C. R. Hughes and B. E. Mulvey. 

puapiinie Local Gastritis. J. B. Haworth and N. B. Rawls.—p. 720. 

Full Cycle Angiocardiography. W. H. Thompson, M. M. Figley and 
F. J. Hodges.—p. 729. 

Roentgen Ma iifestations of Q Fever. G. Jacobsen, R. B. Denlinger and 
R. A. Caiter.—p. 739. 

Eighth Nerve Tumors: Their Roentgen Manifesta- 
tions.—According to Hodes and his collaborators tumors of the 
eighth nerve account for about 6 per cent of all intracranial 
neoplasms. They are particularly suited to surgical removal. 
To determine how often radiologists help in the diagnosis of 
eighth nerve tumors the authors reviewed the records of 129 
patients with proved tumors of the eighth nerve and analyzed 
particularly the records of 70 patients whose roentgenograms 
they were personally able to study. The eighth nerve lies in 
intimate relation with the fifth nerve, the seventh nerve, the 
nervus intermedius and the anterior inferior cerebellar artery 
and vein, which course as a group through the cerebellopontine 
angle. These structures are usually affected by acoustic tumors. 
The roentgen appearance of the pori acustici varies considerably 
in different heads and in both sides of the same head. Histo- 
logically eighth nerve tumors fall into three classifica- 
tions: neurinoma, von Recklinghausen’s neurofibroma, and von 
Recklinghausen’s neurofibromatosis associated with menin- 
giomas. “Acoustic neurinomas are usually single lesions. When 
bilateral, they commonly belong to the neurofibroma group, 
which is often familial. The clinical signs in acoustic tumors 
follow a progressive pattern. At first they are limited to the 
fifth, seventh and eighth nerves. As the tumors grow, they 
encroach on the pons and cerebellum, producing ataxia, dysmetria 
and adiadochokinesia. Finally, increased intracranial pressure 
supervenes. Roentgenographically these tumors are characterized 
by erosion of the internal auditory canal. Commonly they also 
reveal the roentgen manifestations of increased intracranial 
pressure. Approximately 16 per cent of this series of 70 patients 
with tumors revealed little or no evidence of erosion in the 
region of the internal auditory canal. Of these, many showed 
hypophysial changes in the lateral view indicative of an imtra- 
cranial lesion. Approximately 80 per cent of all eighth nerve 
tumors should be localized by roentgen methods. In the present 
series the occipital view was most informative in 48 per cent of 
the cases; the posteroanterior view in 37 per cent; the Stenvers 
position in 8 per cent and the Hirtz position in 7 per cent. 
Whereas 85 per cent of the tumors were recognized most 
readily in the anteroposterior and posteroanterior projections, in 
15 per cent the diagnosis might have been missed had a complete 
examination not been done. 


Rhode Island Medical Journal, Providence 


32:587-650 (Nov.) 1949 


Common Syndromes Often Misdiagnosed. W. C. Alvarez.—p. 603. 

Double Kidney: Report of 2 Cases. F. A. Webster.—p. 608. 

Sub-Acute Bacterial Endocardiitis: Review of 45 Cases. E. J. Heitz- 
man and F. B, Cutts.—p. 611. 

Ocular Problems of the Older Patient. R. R. Chace.—p. 613. 


South Dakota Journal of Medicine, Sioux Falls 
2:299-318 (Oct.) 1949 
Surgical Treatment of Malignant Skin Lesions. J. V. Goode.—p. 299. 


2:319-356 (Nov.) 1949 


Advances in Treatment of Fractures of Hip. M. O. Henry.—p. 319. 

Malignant Polyp. Multiple Intussusceptions and Prolapse: Report of 
Unusual Case. J. V. McGreevy and E. J. McGreevy.—p. 324. 

Discussion of Polio. S. B. Stegeman.—p. 326. 

Contribution of South Dakota Basic Science School to Physician 
Population of Its State and Area. W. L. Hard.—p. 329. 

Conference of Deans—Medical Schools Midwest Area—Deadwood, S. D.: 
July 14-15, 1949. D. Slaughter.—p. 333. 

For Manners Are Not Idle. L. A. Buie.—p. 336. 
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Southern Surgeon, Atlanta, Ga. 
15:809-886 (Nov.) 1949 
Vesicovaginal Fistula: 1849-1949: CC. Jeff Miller Memorial Lecture. 


C, Tyrone.—p. 809. 
Postcholecystectomy Pain. G. E. Twente.—p. 826. 
President’s Address: Human Ovary: Am I My Brother's Keeper? 


G. F, Douglas.—p. 833. 
Results of Prefrontal Leukotomy at South Carolina State Hospital. 


C. J. Lemmon Jr. and J. E. Freed.—p. 848. 
Disseminated Calcification of Pancreas with Case Report. L. P. Good. 


p. 857. 


Surgery, Gynecology and Obstetrics, Chicago 
89:657-790 (Dec.) 1949 
“Efficacy and Safety of Intramuscular Administration of Bacitracin in 


Various Types of Surgical and Certain Medical Infections with 
Analysis of 270 Cases. F. L. Meleney, A. B. Longacre, W. A. 


Altemeier and others.—p. 657. 

Mechanical Heart-Lung System. J. Jongbloed.—p. 684. 

Abnormal Bleeding—II. Further Clinical Experience with Toluidine 
Blue and Protamine Sulfate. J. G. Allen, B. J. Grossman, R. M. 


Elghammer and others.—p. 692. 
“Extension of Primary Neoplasms of Bone to Bone Marrow. J. E. 


Upshaw, J. R. McDonald and R. K. Ghormley.—p. 704. 
Cerebral Blood Flow and Metabolism in Toxemias of Pregnancy. M. 


L. MeCall.—p. 715. 
Studies on Effects of Concomitant Venous Ligation in Acute Arterial 
Occlusion. M. L. Cullen, L. G. Steppacher, B. Greenspan and 


others.—p. 722. 


Thyvoglossal Tract Abnormalities—Cysts and Fistulas: Report of 105 
Cases from Johns Hopkins Hospital Observed During Years 1926 :o 
1946. G. E, Ward, J. W. Hendrick and R. G. Chambers.—p. 727. 

Eradication of Benign Lytic Bone Tumors and Immediate Reconstruc- 
tive Surgery with Emphasis on Benign Giant Cell Tumors. D. H. 
Levinthal and G. L. Kraft.—p. 735. 

Transverse Incision for Pyloromyotomy. J. L. Keeley.—p. 748. 

Anatomy of Hernial Regions: II. Femoral Hernia. B, J. Anson, 
\. F. Reimann and L. L. Swigart.—p. 753. 

Observations on Clotting Mechanism in Menstruation and Menorrhagia. 
R. M. Elghammer, B. J. Grossman, A. K. Koff and others.—p. 764. 

Multiple Primary Cancer: Study of 36 Patients. W. D. Barrett, K. 
T. Miller and C, R. Fessenmeyer.—p. 767. 

Intramuscular Administration of Bacitracin.—Meleney 
and associates report on 270 cases, representing a wide variety 
of surgical infections and certain medical infections, treated 
with intramuscular injections of bacitracin over a period of 
twenty-two months by six observers in different areas of 
the country. About three fifths of these infections had failed 
to respond to other antibacterial agents; yet 55.6 per cent then 
responded favorably to bacitracin. These are called “salvaged 
cases.” The other two fifths had had no previous treatment, 
and 78.1 per cent of these have responded favorably to bacitracin. 
Bacteriologic studies indicate that the majority of infections were 
due to a mixture of organisms. Treatment with bacitracin pro- 
duced favorable results in these mixed infections almost as 
readily as in the pure infections. Tests for susceptibility of the 
organisms to bacitracin and penicillin showed that the majority 
were susceptible to both drugs, but where there was a difference 
the ratio was 10 to 1 in favor of bacitracin. Many of the 
patients have built up a resistance to penicillin during previous 
treatment with that drug. There were three phases with regard 
to the type of bacitracin used: (1) the period when the patients 
were treated by the “surface growth bacitracin” and evidences 
of nephrotoxicity were minimal; (2) the period when patients 
were treated by the “early deep tank bacitracin” and evidence 
of nephrotoxicity were disturbing, and (3) the period when 
patients were treated by bacitracin meeting the Food and Drug 
Administration toxicity test of an LDw of 500 units for a 20 
Gm. mouse, during which phase confidence in the efficacy and 
the safety of bacitracin has been restored. 

Extension of Primary Neoplasms of “Bone to Bone 
Marrow.—Upshaw and his co-workers investigated the possi- 
bility of medullary extension from various types of primary 
osseous neoplasms. Material was obtained from extremities 
amputated prior to death. The study consisted of gross and 
microscopic examinations of the bone marrow in specimens 
available in 50 cases of osteogenic sarcoma, 20 of Ewing’s tumor 
and 5 of primary chondrosarcoma. The lesion and the limits 
of cortical involvement as seen grossly were measured and 
recorded. The remainder of the bone was then examined for 
evidence of medullary extension past the confines of the corti- 
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cal involvement. After the gross features indicating inyolye. 
ment of the bone marrow were noted, specimens were taken 
from the bone marrow for microscopic study at regular short 
intervals throughout the length of the bone. Slides were made 
from these specimens, and the limits of medullary involvement 
were determined by microscopic study. Slides of the main 
lesions also were examined and the type of neoplasm was 
established. Follow-up data were obtained in most of the 
cases. An attempt was made to correlate neoplastic medullary 
extension with survival rate. The end results obtained in cases 
in which amputation had been performed across the bone con- 
taining the lesion were compared to the end results in cases ig 
which the extremity had been removed by disarticulation of the 
joint or amputation across the bone proximal to the bone con- 
taining the lesion. The final portion of this work consisted 
of a statistical study of a separate group of cases of osteogenic 
sarcoma in an attempt to determine whether some of the obser- 
vations made in the 50 cases of osteogenic sarcoma selected 
for the primary study were statistically significant. The records 
in all cases of osteogenic sarcoma encountered at the Mayo 
Clinic between the years 1910 and 1935 were examined. The 
authors conclude that direct extension is the usual route by 
which a primary bone sarcoma spreads in the bone marrow. 
Medullary extension from a primary bone sarcoma may occur 
without roentgenologic evidence of its presence, and it may be 
found on microscopic examination for a considerable distance 
past any gross evidence of medullary extension in many cases 
of primary bone sarcoma. Of the primary bone neoplasms 
studied, Ewing’s tumor exhibited the greatest tendency, osteo- 
genic sarcomas the next greatest and primary chondrosarcomas 
the least tendency to spread in the bone marrow. Of the 
predominant cell types of osteogenic sarcoma, the osteoblastic 
type exhibits the greatest tendency and the chondroblastic typ: 
the least tendency to extend in the bone marrow. In the treat- 
ment. of primary bone sarcoma by amputation, microscopic 
examination of the bone marrow at the point of amputation 
should be mandatory in every case in which amputation is 
performed through the bone containing the lesion before the 
surgeon concludes that the amputation is proximal to the lesion. 
When any doubt exists, amputation should be performed at a 
higher level. The inadequacy of roentgenologic and gross 
methods of examination used alone for the detection of exten- 
sion in the bone marrow was illustrated in the study of the 
survival rates in cases of the osteogenic sarcomas. It was 
found that in the case of osteogenic sarcoma in which amputa- 
tion was proximal to the bone containing the lesion results were 
superior to those in cases in which transection was carried out 


through the bone containing the lesion. 


Tennessee State Medical Assn. Journal, Nashville 
42: 375-408 (Nov.) 1949 


Interesting Vascular Lesions. J. B. Ely.—p. 375. 

Important Points in Differential Diagnosis of Jaundice. L. M. Johnston. 
—p. 381. ‘ 

Diagnosis and Treatment of Tumors of Orbit: Report of oo 
Epidermoid Tumor (Primary Cholesteatoma) and Pseudo-Tumo: 


Granuloma. G. A. Lawrence.—p. 385. 


Texas State Journal of Medicine, Fort Worth 
45:795-872 (Dec.) 1949 
Thoracic Surgery and General Practitioner. J. S. Harter—p @ 


PULMONARY NEOPLASMS. SYMPOSIUM 
I. Considerations in Their Earlier Apprehension. C. R. Johme 
—p. 806. : 
Il. Diagnostic Value of Cytology on Sputum and Bronchial 
Aspirations. J. L. Wallace.—p. 808. 
III. Analysis of Series Occurring on Thoracic Surgery Servet 
Cc. E. Gordon, D. H. Brandt and J. M. Hill.—p. 812. 
Neoplasms of Lymphatic System. S, Warren.—p. 816. 
West Virginia Medical Journal, Madison 
45:325-364 (Dec.) 1949 
Secretory Otitis Media. S. S. Hall.—p. 325. anil 
Epigastrie Hernia (Report of Cases). W. R. Wilkinson 
Simplified Test for Low Sodium Diet: Test for Primary 
tion vs. Primary Salt Depletion. M. Koenigsberg.—p. 
Application of -Thoracic Surgery. M. G. Buckles.—p. 
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An asterisk (*) before a title indicates that the article is abstracted. 
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British Journal of Cancer, London 


3:311-432 (Sept.) 1949. Partial Index 

Increase in Deaths Attributed to Cancer of Lung J. A. Heady and 
E. L. Kennaway.—p. 311. 

Culture of Human Leukaemic Blood Cells in Vitro; Effects of X-Rays. 
F. W. Gunz.—p. 330. 

*Induction of Breast Cancer by. Oestrogens and Methylcholanthrene 
in High- and Low-Breast-Cancer Strain Mice. L. Dmochowski 
and J. W. Orr.—p. 376. 

Prevention of Abdominal Fibroids Induced with Artificial Ocestro- 
gens. S. Bruzzone.—p. 398, 

Effects of Thiourea on Development of Spontaneous Tumours on 
Mice. E. Vazquez-Lopez.—p. 401. 

Influence of Protein Content of Diet on Response of Walker Rat 
Carcinoma 256 to X-Radiation. L. A. Elson and L. Lamer- 
ton —p. 414. 

Induction of Breast Cancer in Mice.—Dmochowski and 
Orr describe experiments which were undertaken in order to 
ascertain the possibility of induction of breast cancer in mice 
of a high cancer strain and of a low cancer strain by treatment 
with estrogenic hormones, methylcholanthrene and combined 
application of estrogens and methylcholanthrene. Breast tumors 
developed in male mice of C3H high-breast-cancer strain and 
(357 black low-breast-cancer strain following cutaneous admin- 
istration of a 0.5 per cent solution of methylcholanthrene in 
almond oil, combined with painting with a 0.02 per cent solution 
of estrone in alcohol. No tumors developed in males of these 
two strains following treatment with methylcholanthrene alone, 
while the application of estrone gave breast tumors in C3H 
strain males but not in C57 black strain males. Mammary can- 
cer developed in both breeding and nonbreeding C57 black low- 
breast-cancer strain females after similar treatment with 
methylcholanthrene. 


British Journal of Radiology, London 


22:617-676 (Nov.) 1949 

Fluoroscopic Preselection of Tomographic Plane in Chest Lesions with 
Note on Use of Double Grid. E. Calder.—p. 627. 

Choledocho-Enteric Fistulae (Internal Biliary Fistulae). F. Greenwood 
and E. Samuel.—p. 634. 

Radiological Features of Chronic Pulmonary Schistosomiasis. H. Erfan 
and A. A. Deeb.—p. 638. 

Radiological Localisation of Placental Site: Part II. Radiological Diag- 
nosis of Placenta Praevia. F. Reid.—p. 643. ° 

Special X-Ray Table for Angiocardiography and Cerebral Angiography. 
J. D. F. Williams.—p. 666. 

Stabilisation of X-Ray Therapy Apparatus by Ionization Current. C. G. 
Clayton and F. T. Farmer.—p. 669. 


British Medical Journal, London 
2:1191-1246 (Nov. 26) 1949 
Chemotherapy in Treatment of Malignant Disease. E. C. Dodds. 

—p. 1191. 

Chemotherapy in Treatment of Malignant Disease. S. Cade.—p. 1193. 
Pruritus Vulvae. T. N. A. Jeffcoate—p. 1196. 
Relief of Post-Operative Pain and Its Influence on Vital Capacity. 

H. E. Pooler—p. 1200, 

*Low-Salt Diet in Treatment of Hypertension and Hypertensive Heart 

Disease. H. O. Bang, P. Bechgaard and A. L. Nielsen.—p. 1203. 
Symptomatic Treatment of Myotonia Atrophica. L. Bussell—p. 1206. 
Unusual Case of Simmonds’s Disease. D. McCracken.—p. 1207. 
Amoebiasis in Infancy. F. C. C. de Silva.—p. 1208. 

Acute Phlegmonous Caecitis. S. G. Nardell—p. 1210. 

Low Salt Diet in Hypertension.—Bang and his associates 
of the Municipal Hospital of Copenhagen employed a diet con- 
taining less than 1 Gm. of sodium chloride in the treatment of 
26 patients with hypertension, in some associated with heart 
‘allure and/or nephropathy. Sixteen of these experienced a fal! 
m the blood pressure, which rose to some extent after a daily 
addition of 4.5 Gm. of sodium chloride. The fact that the addi- 
tion, without the patient’s knowledge, of sodium chloride during 
* period of low sodium diet makes the blood pressure rise 
again seems to show that sodium chloride as such plays a decisive 
part in some cases of hypertension. The authors found that the 
low sodium diet also had a favorable effect on cardiac edema. 

warn, however, that caution is required in certain chronic 
renal lesions where the kidneys are unable to reduce the sodium 
‘xeretion in the normal way. Here, as observed in 1 case, it is 
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possible to produce an extrarenal uremia due to sodium defi- 
ciency. The authors believe that their results should stimulate 
workers to further experiments with the low sodium diet. 


Journal of Clinical Pathology, London 


2:241-306 (Nov.) 1949. Partial Index 
“Laboratory Diagnosis of Lymphogranuloma Venereum. S, P. Bed- 
son, C. F. Barwell, E. J. King and L. W. J. Bishop.—p. 241. 

Plate Virulence Test for Diphtheria. S. D. Elek.—p. 250. 

“Laboratory Diagnosis of Toxoplasmosis. I. A. B. Cathie and J. A. 
Dudgeon.—p. 259. 

Urea Clearance Tests. H. F. Smith.—p. 266. 

Interrelations of Serum Proteins in Liver Damage, with Special 

Reference to Thymol Test. N. H. Martin.—p. 275. 

Iso-Immunization by Rare Rh-Antigens as Cause of Haemolytic Dis- 
ease of Newborn and Transfusion Reactions. J. J. van Loghem 

and M. v. d. Hart.—p. 284. 

Laboratory Diagnosis of Lymphogranuloma Venereum. 
—Bedson and co-workers demonstrate that titers of 1:32 or 
over in the complement fixation test made with steamed virus 
of lymphogranuloma venereum and the serum samples from 
patients in whom the clinical observations are compatible with 
a diagnosis of lymphogranuloma venereum suggest active infec- 
tion with the virus of lymphogranuloma venereum. As others 
have observed, the serums from human infections with the 
viruses of psittacosis and lymphogranuloma venereum show a 
high degree of cross reaction in the complement fixation test 
with antigens made from these two viruses. The Frei test also 
merely indicates that infection with a virus of the lymphogranu- 
loma venereum and psittacosis group has occurred. A positive 
Frei test together with a positive complement fixation test at a 
serum dilution of 1: 16 or over in a patient suspected of having 
lymphogranuloma venereum is good evidence of active infection 
with the disease. Acid extracts of lymphogranuloma venereum 
and psittacosis viruses appear to give specific reactions when 
injected intradermally in human infections with these two viruses. 

Laboratory Diagnosis of Toxoplasmosis. — Laboratory 
methods available for the diagnosis of toxoplasmosis, according 
to Cathie and Dudgeon, are the isolation of the Toxoplasma, 
the demonstration of neutralizing, complement-fixing and cyto- 
plasm-modifying antibodies and the production of a skin reaction 
with toxoplasmin. The authors describe these methods and 
point out ways of avoiding some of the technical difficulties. 


Lancet, London 


2:973 (Nov. 26) 1949 
Diagnosis of Bone Tumours. J. F. Brailsford.—p. 973. 


*Chloromycetin in Treatment of Typhoid Fever: 14 Cases Treated 


in Middle East. A. T. Cook and D. E. Marmion.—p., . 975. 
Malignant Disease of Thyroid Gland. K. M. Branson and W. Hous- 
ton.—p. 979. 


*Streptomycin in Treatment of Tuberculous Sinuses: Review of 11 


Cases. R. H. Davis.—p. 982. 

Gastric Secretion and Subsequent Dyspepsia: Follow-Up Study. R. 

Doll, F. A. Jones and N. F. Maclagan.—p. 984. 

Acute Disseminated Encephalomyelitis Following Herpes Zoster, Vacci- 

nation and Immunisation. L. Wolman.—p. 985. 

Haemolytic Effects of Myanesin. D. R. T. Clendon and J. B. Pen- 

fold.—p. 987. 

Hypersplenism with Arthritis: Report of Case. W. R. Gauld. 

—p. 989. 

N. C. Sen.—p. 991. 

Chloramphenicol in Typhoid.—Cook and Marmion report 
results obtained in 25 cases of typhoid from the Suez Canal 
Zone. Fourteen of these were treated with chloramphenicol 
(chloromycetin®), and of these 3 had relapses which were simil- 
arly treated. The authors treated 1 case each of paratyphoid 
A and B with results identical with those obtained in typhoid. 
Chloramphenicol was not given in 11 cases. The 2 most severe 
of these occurred before the drug was available: 1 patient died 
of a perforation after a stormy course, while the other relapsed 
ten weeks after becoming afebrile but eventually recovered. 
Chloramphenicol was dispensed in capsules containing 0.25 Gm. 
for oral administration. Each course started with a dose of 
approximately 50 mg. per kilogram of body weight (ten to four- 
teen capsules). Vomiting, delirium and lack of cooperation often 
made it difficult to administer this large dose. It would have 
been an advantage to have a preparation for parenteral injection. 
After the initial dose one capsule was given-every two hours 
until the temperature fell to normal and thereafter every four 
hours to complete the course of 20 to 22 Gm. An average 
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course took nine days. General treatment followed accepted 
lines. Chloramphenicol therapy terminates the fever within five 
days and arrests the progress of the disease. Toxic effects were 
not observed. 

Streptomycin in Treatment of Tuberculous Sinuses.— 
Davis reports results obtained with systemic administration of 
streptomycin in the treatment of cutaneous sinuses. The 11 
patients had 28 sinuses. In 5 patients the sinuses originated in 
bone and joint, in 3 they developed in thoracoplasty wounds, in 
2 they followed nephrectomy, and in 1 patient a sinus followed 
Monaldi’s drainage. The dosage of streptomycin was usually 
1 Gm. daily, but in some acute cases 0.75 Gm. was given twice 
daily. There was mild discomfort at the site of injection in most 
cases. Complications were less than had been expected on the 
basis of earlier reports. This confirms the observation that com- 
plications are considerably reduced if the dosage is kept below 
2 Gm. daily. A ninety day course of streptomycin therapy seems 
to be satisfactory’ in most cases. The persistence of sinuses is no 
indication for longer continuation, because some may still close. 
A second course may be given after a short rest if there is 
renewed sinus activity. In ‘the present series 12 of the sinuses 
closed within two months, another 15 within three months or 
more and | sinus remained open. The general condition of the 
patients showed great improvement. In some cases the sinus 
cachexia had been such that the streptomycin treatment proved 
a life-saving measure. A favorable local response was indicated 
by the fact that the discharge from the sinus changed from 
purulent to serous and diminished in quantity within a month 
or less of the onset of treatment. Systemic streptomycin therapy 
has definite value for sinuses developing in thoracoplasty or 
abdominal wounds of tuberculous origin, and the response of 
sinuses originating in bone is dramatic. A plea is made for the 
treatment of tuberculous abscesses by early drainage under 


streptomycin cover. 


Medical Journal of Australia, Sydney 
2:553-588 (Oct. 15) 1949. Partial Index 
Diabetes Mellitus and Pregnancy. D. R. Sheumack.—p. 553. 


Treatment of Tetanus, with Report of Case of Tetanus Neonatorum 
in Which Recovery Occurred. A. R. Edmonds and K. W. Lavers. 


—p. 564. 
Conservative Treatment of Injured Back. S. H. Scougall.—p. 566. 


Carcinoma of Thyreoid Gland with Report of 2 Cases. N. G. Hoddle. 
one Cones of Severe Pyloric Obstruction in Infants with Complete 
Absence of Pyloric Hypertrophy, with Notes on Indications for 

Ramstedt Operation. D,. C. Fison and G. Stable.—p. 574: 

Severe Pyloric Obstruction Without Hypertrophy.— 
Fison and Stable present 2 almost identical cases of severe 
pyloric obstruction in infants, in whom the pylorus was found 
to be anatomically normal. One of these was treated medically 
and only inspected surgically; he died. The other patient was 
subjected to a Ramstedt operation on his seemingly normal 
pylorus, and he made a good recovery. The conclusion sug- 
gested is that such an operation should be performed on any 
baby with symptoms of pyloric obstruction if medical treatment 
has failed, even though the pylorus appears to be outwardly 
normal. 

Practitioner, London 
163:481-568 (Dec.) 1949. Partial Index 


Modern Viewpoint on Influenza. C. H. Stuart-Harris.—p. 481. 

Diagnosis and Treatment of Empyema. M. Davidson.—p. 488. 

Primary Atypical Pneumonia. C, A. Birch.—p. 496. 

Acute Respiratory Infections in Infants. R. E. Bonham-Carter. 
—p. 502. 

Use and Abuse of Penicillin in Respiratory Infections. T. Ander- 
son.—p. 510. 

Oxygen. Therapy. I. G. W. Hill.—p. 517. 


Proceedings of Royal Society of Medicine, London 
42:763-860 (Oct.) 1949. Partial Index 

Carcinoma of Lung. J. S. Fulton.—p. 775. 

Present Position in Surgical Treatment of Carcinoma of Thoracic Gullet. 


C. P. Wilson.—p. 797. 
Observations on Familial Polycystic Disease of Kidney. J. D. Fergusson. 


—p. 806. 

Radon Implantation for Acromegaly and Cushing’s Syndrome. D. W. C. 
Northfield.—p. 845. 

Radiotherapy in Treatment of Pituitary Basophilism and Eosinophilism. 
F. Ellis.—p. 853. 
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Acta Ophthalmologica, Copenhagen 
27:311-454 (No. 3) 1949. Partial Index 
Effect of Protein. Shock Therapy with Special Regard to Ocular 

Responses. G. Osterlind.—p. 311. 

Effect of Peripheral Iridectomy in Secondary Glaucoma Resulting from 

Serous Iritis. A. Dellaporta.—p. 337. 

“Damage to Visual Organs Resulting from Typhoid Inoculations, T. 

Kornerup.—p. 383. 
Ocular Tension Changes Imposed by Raised, Intentionally Varied 

—, Pressure in Case of Pulmonary Tumor. S. E. Brolip, 

—p. 

Damage to Eyes Resulting from Typhoid Vaccine— 
Kornerup says that during World War I cases of neuritis 
encephalitis and myelitis were observed in patients after vaccina. 
tion with typhoid vaccine. Some patients also had ocular 
symptoms, and some had ocular symptoms only. During the 
recent war Swedish authors again reported the development of 
neurologic damage after typhoid inoculation. Bjerner collected 
50 cases of this type in 1945. Kornerup had the opportunity to 
examine 26 of Bjerner’s patients, of whom all except 1 had 
subjective symptoms related to the eyes. In 15 of the 25 patients 
with visual disturbances no cause other than the previous 
inoculation could be found. Ocular examination of 10 of these 
patients revealed signs that seemed to be connected with the 
inoculations with mixed vaccine against typhoid, paratyphoid A 
and paratyphoid B. Four of these patients had signs of optic 
neuritis or neuroretinitis, 1 showed optic atrophy, 3 had tempo- 
rary color blindness and 2 had paresis of the external ocular 
muscles. Many observers have described cases of keratitis 
dendritica and herpes corneae after this type of inoculation, but 
these complications are not to be looked on as specific sequelae 
after such inoculations, as they are seen also in other febrile 
conditions. The cause of the complications described here is not 
known. It is possible that a latent virus disease of the nervous 
system assumes an active phase after the inoculation. In some 
cases allergy to the mixed vaccine may play a part. 


Acta Physiologica Scandinavica, Stockholm 
18: 259-366 (No. 4) 1949. Partial Index 


Effect of Two Wave-Lengths of Light upon the Same Retinal Element. 
R. Granit.—p. 281. 

Anti-Sympathetic Action of Sympathomimetic Amines, A. Astrém.—p. 295. 

Regeneration of Motor and Sensory Fibers in Sciatic Nerve and Suralis 
Nerve of the Cat. K. R. Inberg.—p. 308. 

“Total Quantity of Hemoglobin in Man and Its Relation to Age, Sex, 
Body Weight and Height. T. Sjostrand.—p. 324. 


ae Effect of Liver Extracts on Rats. G. Agren and T. Nilsson. 
Quantity of Hemoglobin: Relation to Age, Sex, Weight 
and Height.—Sjéstrand determined the total hemoglobin con- 
tent in persons of both sexes ranging in age from & to 70 years. 
In males the total quantity of hemoglobin increased with age 
and with physical growth up to the age of 22. In females the 
increase was similar to that in males up to the age of 12 or 
13 years but was considerably less than in males up to the age 
of 20, after which it remained constant. In males the quantity 
of hemoglobin showed an increase in relation to the body weight 
during the years of puberty and up to the age of 22, but im 
females there was a relative decrease from the age of 12 to 20. 
The average quantity of hemoglobin was 1.16 per cent of the 
body weight in the adult man and 0.86 per cent in the adult 
woman. Even previous to the years of puberty the sexes showed 
a difference in the total quantity of hemoglobin with relation 
to the body weight. The quantity of hemoglobin did not increase 
with the increase of weight after physical growth had 
The quantity of hemoglobin showed good correlation with the 
height during the years of development. The blood volume 
showed the same variability as the total quantity of hemoglobin, 
except that the difference between the sexes in adults was 
about 10 per cent lower as regards the blood volume than tt 
was concerning the quantity of hemoglobin. The author suggests 
that hormonal factors play a part in the difference in the pro 
duction of hemoglobin between males and females during and 
after puberty. 
Food-Sparing Effect of Liver Extract.—Agren a 
Nilsson found that the administration of small amounts of 4 
liver extract to young rats significantly increased the weight 
gain per gram of food eaten. 
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Archivio di Patologia e Clinica Medica, Bologna 
27:283-342 (No. 5) 1949. Partial Index 
‘Insulin in Treatment of Arteritis of Legs. A. Dalla Volta.—p. 283. 
Insulin in Treatment of Arteritis of Legs.—Dalla Volta 
administered insulin to patients with arteritis of the legs in 
various phases of the disease. He found that insulin given by 
the intramuscular or intravenous route has the pharmacodynamic 
effect of stimulating nutrition of the arterial wall. It increases 
the peripheral circulation by the establishment of collateral cir- 
culation. The increase blood supply controls the ischemia and 
local necrobiosis. In diabetic gangrene intra-arterial injection 
of insulin in doses of 50 units is well tolerated without causing 
hypoglycemia. The vasodilating effect is smooth and is not 
by vasospasm. Intra-arterial injections of insulin in 
doses of 40 to 50 units can be given once or twice daily or 
every other day for three to five consecutive weeks, followed 
by a period of a few days during which insulin is given sub- 
cutaneously, and then a repetition of the treatment. Repeated 
treatment consists of doses of 50 units of insulin every other day 
for three to five consecutive weeks. Immediate and lasting 
satisiactory results were noted in all cases as proved by dis- 
appearance of claudication, of pain and of the subjective and 
objective symptoms, and by reappearance of arterial pulsation 
and an improved oscillometric index. In patients with non- 
diabetic arteritis, especially of Buerger’s type, the intra-arterial 
injection of insulin was made into the femoral artery in doses 
of 10 units. The injections were given every day or every other 
day, up to a total of ten or fifteen for each series, and this 
was followed by intramuscular injections of 20 units given every 
other day for three or five consecutive months, after which the 
intra-arterial series was repeated. In this type of nondiabetic 
arteritis the injections are followed by painful reactions, and 
vasodilatation is preceded by vasospasm; however, the final 
results are as satisfactory as in the diabetic variety. The author 
believes that insulin, by contacting the arterial wall, stimulates 
the intima and elicits nervous reflexes which result in the pro- 
duction of hormones and which lead to local vasodilatation in 
the involved limb. 


Beitrage zur Klinik der Tuberkulose, Heidelberg 


101:559-700 (March 26) 1949. Partial Index 
Endothoracic Pneumolysis, a Method to Restore a Prematurely Subsiding 
Pneumothorax. E. Markgraf.—p. 559. 
“Irreversible Harmful Sequels of Pneumothorax. H. Schmidt.—p. 567. 
Prognosis of Resection for Secondary Intestinal Tuberculosis in Patients 
with Open Pulmonary Tuberculosis. F. Béhm.—p. 578. 
Concurrence of Thoracic Actinomycosis and Pulmonary Tuberculosis. 
Case. H. H. von Arnim.—p. 595. 
Diagnosis of Tuberculosis. W. Heinen and U. Kowatzky.—p. 608. 
logic Aspects of Chronic Miliary Pulmonary and Meningeal Tuber- 
Treatment with Streptomycin. W. Berblinger. 
Irreversible Harmful Sequels of Pneumothorax.— 
Schmidt believes that collapse therapy should aim not only at 
the obliteration of the cavities but also at the preservation of 
the function of the heathy lung. In pneumonolysis and thora- 
coplasty the functional impairment of healthy tissue can be 
¢stimated to a certain extent. It is comparatively large in 
phrenic exeresis, but in pneumothorax it cannot be determined 
because it depends chiefly on the development of exudates and 
adhesions. Pneumothorax cannot be regarded as a reversible 
Process because the functional capacity of the lung is always 
impaired not only by the fibrotic tissue replacing the tuberculous 
sion, but to a much greater extent by the collapse and its 
‘equels. The author cites the physiologic widening of the 
_ observed after pneumothorax, although contraction of 
‘thorax with rigidity of the lung is another possibility. He 
— that an expectant altitude is justified and that the 
ihood of the development of adhesions or of bronchogenic 
: m during a waiting period is overestimated. He 
advises against the induction of pneumothorax as soon as pul- 
monary tuberculosis is suspected. He has seen patients with 
ar Carcinoma, actinomycosis, abscess, bronchiectasis and 
pe. lesions subjected to pneumothorax therapy. He suspects 
Patients with bronchopneumonic lesions or with temporary 
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nontuberculous infiltrations are also occasionally mistakenly 
treated with pneumothorax. Pneumothorax involves the danger 
of activating a lesion, particularly in the presence of an exuda- 
tive process. In such cases more conservative measures should 
be used until the process has become quiescent. He does not 
want to discourage pneumothorax therapy; on the contrary, he 
recommends it, particularly for the closed forms of tuberculosis 
in patients up to the age of 30. The cases should be carefully 
selected, and exudates should be prevented or promptly treated. 

Morphologic Aspects of Miliary Pulmonary and Men- 
ingeal Tuberculosis Following Treatment with Strep- 
tomycin. — Berblinger performed necropsies in 12 cases of 
tuberculous meningitis and 14 cases of hematogenous miliary 
pulmonary tuberculosis, all of which had been treated with 
streptomycin for considerable periods. Streptomycin therapy 
had produced a temporary improvement or even partial but not 
complete healing of meningitis. The effect of streptomycin in 
miliary tuberculosis of lungs, lymph nodes, spleen and liver is 
anatomically evident in the different stages of fibrous transfor- 
mation of the foci and their cicatrization. If the liver has large 
numbers of miliary foci, the cicatrization of the tubercles pro- 
duces a cirrhotic transformation of the organ. It is not known 
whether this may produce hepatic insufficiency. In tuberculous 
meningitis the action of streptomycin likewise causes a trans- 
formation from the productive phase to the fibrous cicatricial 
phase. The author also mentions the sequels of the obliteration 
of the subarachnoid fluid spaces, of the obliterating endarteritis 
and of the fibrosis of the intima. These are not to be regarded 
as contraindications to streptomycin therapy. 


Nederl. Tijdschrift v. Verlosk. en Gynec., Haarlem 
49:399-452 (No. 6) 1949. Partial Index 

Malignant Melanoma of Vulva. W. P. Plate.—p. 399. 

*Sarcoma of Vagina. H. Rottinghuis.—p. 407. 

Sarcoma of Vagina. — Rottinghuis stresses the difference 
between vaginal sarcoma in adults and in little girls. When it 
attacks the latter it is most frequent before the age of 5, and 
more than half of these cases occur before the age of 2 years. 
It has even been discovered at birth. Occurrence at puberty has 
also been reported, as in the present case. A girl aged 15 was 
referred to the gynecologic clinic by her physician because of 
leukorrhea of five weeks’ duration and fever. A tumor of 
irregular outline could be felt directly behind the hymen. Exam- 
ination with the aid of a speculum revealed a white coating, which 
explained the leukorrhea. A malignant lesion was suspected. 
Although the first biopsy did not corroborate this, examination 
of another piece of the tumor revealed sarcoma and probably 
myosarcoma. The patient died three and one-half months after 
the beginning of treatment, which consisted of excision and 
roentgen irradiation. The prognosis in vaginal sarcoma is 
unfavorable. Leukorrhea may be the only symptom, and the 
tumor usually has reached considerable size before symptoms 
appear. When it fills the vagina, disturbances in micturition 
and hematuria may result. 


Nordisk Medicin, Stockholm 


42:1753-1784 (Nov. 11) 1949. Partial Index 


*Increasing Frequency of Diabetic Retinitis. H. Vogelius.—p. 1753. 

*Peptic Ulcer and Constitution. G, Wretmark.—p. 1756. 

Celiac Disease. A. Tho.—p. 1762. 

Determination of Gamma Globulins and Total Lipoid in Serum. Two 
Simple Methods. E. Léwgren.—p. 1764. 

Causes of Attacks in Acute Porphyria. J. Jgrgensen and H. Voldby. 

. 1769. 

Persisting Hypoprothrombinemia After Dicumarol. J. Burstein.—p. 1772. 

Streptomycin-Sulfadiazine in Brucellosis. E. Bach Dalgaard.—p. 1776. 

Streptomycin-Sulfadiazine in Brucellosis. V. Petersen.—p. 1776. 
Increasing Frequency of Diabetic etiritis.—Vogelius 

says that of 100 patients with diabetic retinitis treated at the 

Rigshospital up to 1946, 42 received insulin, and 58 did not have 

insulin. About one third had normal blood pressure. On the 

average the patients treated with insulin were younger at the 

onset of the diabetes than those not treated with insulin and 

showed initial symptoms of retinitis later. Proliferative retinitis 

developed somewhat more slowly than the nonproliferative type, 

perhaps because some of the infections passed through a non- 
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Retinitis is a definite indication for insulin 
therapy, which is the best means of controlling vascular compli- 


proliferative stage. 


cations, including retinitis. The 22 patients under 50 years of 
age when retinitis was established had had diabetes on an 
average of 6.3 years before the retinitis appeared, and 20 of these 
had received insulin; their vascular systems are believed to have 
been especially susceptible. Two factors regarded as the possible 
causes of the increase in the number of cases of diabetic retinitis 
are inadequate insulin treatment and the i:.troduction of the free 


diet. 

Peptic Ulcer and Constitution.—In Wretmark’s compari- 
son of a psychiatric material with slight mental deficiency having 
a history of peptic ulcer and a similar psychiatric control mate- 
rial, the physical constitution was determined by Strémgren’s 
index and the mental constitution by Sjébring’s system. Wret- 
mark found duodenal ulcer patients more leptosomatic than the 
controls. In the duodenal ulcer series there were more unusually 
talented persons, more hysterical and asthenic persons and more 
with the combination of hysterical and asthenic characteristics 
but fewer syntonic persons than in the control series. The gastric 
ulcer patients did not differ from the controls, which seems to 
support the concept that gastric and duodenal ulcers should not 
be considered as separate entities. Duodenal ulcer may belong 
to that type of disease in which a syntonic mental constitution 
in combination with a pyknic habitus may increase the patient's 
resistance and reduce the virulence of the disease. 


42:1785-1816 (Nov. 18) 1949. Partial Index 


*Arterioselerosis and Other Forms of Cholesterosis. Review. H. Malmros. 


—p. 1785 

“Blood Pressure and Heart Weight in Chronic Hepatitis. Does Liver Play 
Part in Development of Essential Hypertension? F. Raaschou. 
—p. 1791. 


Clinical Study of Barbiturates and Their Establishment in Blood in 
Barbiturate Intoxication. I. Helldorff, C.-M. Idestrém and G. v. Reis. 


p. 1795. 
Hydremia in Acute Glomerulonephritis. O. Kigvstad.—p. 1800. 
Penicillin in Cervicofacial Actinomycosis. O. Gottlieb.—p. 1807. 


Arteriosclerosis and Other Forms of Cholesterosis. 
Review.— Malmros states that pathologic studies, animal experi- 
ments and clinical data suggest that arteriosclerosis is not only 
an age phenomenon but may also be due to the action of choles- 
terol. Although cholesterol can be synthesized in the body, it 
is to a certain extent a foreign substance likely to be deposited 
on arterial walls and other tissues. Xanthelasma, arcus corneae 
and xanthomatosis in joints and tendons are signs of choles- 
terosis. Twenty-seven patients with xanthelasma or arcus cor- 
neae were seen in Orebro Hospital within two weeks: 6 were 
being treated or had been treated for myocardial infarction. 
Excessive consumption of eggs, butter and other foods rich 
in cholesterol and fat is conceivably the cause of the numerous 
cases of myocardial infarction and other forms of cholesterosis. 
In Sweden egg production is higher than ever before, and the 
increased mortality from myocardial infarction there since the 


war is thought to be related to the increased consumption of — 


eggs and fat. In Denmark, where egg and butter consumption 
has long been high, the death rate from myocardial infarction 
was high during the war and has not changed appreciably since. 
In Norway the mortality from myocardial infarction dropped 
during the war and continues to be lower than that in Sweden; 
egg and butter consumption in Norway is still considerably 
lower than in Sweden. 

Blood Pressure and Heart Weight in Chronic Hepa- 
titis. Does Liver Play Part in Development of Essential 
Hypertension?—Raaschou compared the incidence of arterial 
hypertension in a necropsy series of 102 women with subchronic 
atrophy of the liver and a control necropsy series of 93 women 
representing the same age grouping. His analysis showed that 
the frequency and degree of hypertension, determined by the 
frequency of cerebral hemorrhage, cardiac hypertrophy and 
hypertension measured in life, were substantially higher in the 
control series than in the hepatitis cases. Whether the low blood 
pressure and the absence of cardiac hypertrophy are specific for 
the liver affection is not known. A theory is advanced that 
a causal relation exists between the grave hepatic disease and 
the low frequency of hypertension. 
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Praxis, Bern 
38:975-994 (Nov. 3) 1949 


“Surgical Intervention on Pelvic Sympathetic Trunk in Treatment of 
Dysmenorrhea: Late Results of Resection of Presacral Nerve. 


J. P. d’Ernst.—p. 975. 
Hormonal Therapy of Certain Gynecologic Disorders (Excluding Ster- 

ility). O, Kaser.—p. 981. 

Presacral Neurectomy for Dysmenorrhea.—D'Ernst per- 
formed presacral neurectomy on 88 women (average age 29 
years) during the period 1939 to 1947. Of these patients 56 
had dysmenorrhea and 18 had abdominal pains of an undeter- 
mined nature. There were 13 patients with dyspareunia and 1 
patient with essential pruritus vulvae. A questionnaire was 
sent to all these patients during 1948, but useful answers were 
received from only 51 patients. Considering all 51 patients on 
whom presacral neurectomy was performed, including 13 with 
undetermined abdominal pains, dyspareunia and essential pruritus 
vulvae, excellent results were obtained in 32 and good results 
in 13, with 6 therapeutic failures. Thirty-eight of these 5] 
patients had submitted to presacral neurectomy, 21 for primary 
dysmenorrhea and 17 for secondary dysmenorrhea. Fifteen of 
those with primary dysmenorrhea obtained complete relief and 
4 partial relief, but 2 were therapeutic failures. Thirteen of 
those with secondary dysmenorrhea obtained complete relief 
and 3 partial relief, but 1 was a therapeutic failure. Thus excel- 
lent results were obtained in 28 of the 38 patients and good results 
in 7 patients, with 3 therapeutic failures. The complete and 
permanent relief obtained in 73.7 per cent of the patients with 
dysmenorrhea is attributed to the fact that adnexal lesions always 
were corrected simultaneously. In contrast to Ingerslev and 
Simpson, and in agreement with Adson and Mason, the authors 
believe that presacral neurectomy is justified to a certain extent 
even in secondary dysmenorrhea. Sympathectomy should always 
be combined with surgical intervention on the uterus and on the 
adnexa, provided that the condition of these organs requires it. 
Fixed retroflexion of the uterus is a rare condition, as is 
isolated psychogenic dysmenorrhea. 


Presse Médicale, Paris 
§7:1025-1040 (Nov. 5) 1949 


*Variations of Sodium, Potassium and Magnesium in Blood During 
Diabetes Mellitus and Diabetic Acidosis. R. Boulin, Uhry, Nep 


veu and Canivet.—p. 1025. 
*Chloromycetin Treatment of Boutonneuse Fever. M. Janbon, L. Ber- 


trand and C. Combier.—p. 1026. 
Study of Four Epidemics of Salmonellosis; Prophylactic Deductions. 


J. Boyer and Tissier.—p. 1028. 

Variations of Sodium, Potassium and Magnesium in 
Blood of Diabetic Persons.—Boulin and co-workers deter- 
mined sodium and potassium levels in the blood and in the 
urine, and serum magnesium concentration in 154 diabetic 
patients. The great majority of these patients did not have aci- 
dosis. Some of them were treated with insulin and some were not. 
There were 9 patients with mild acidoketosis and 8 patients with 
diabetic coma. Patients with diabetes mellitus but without 
acidoketosis showed a lowered serum sodium and magnesium 
concentration and a drop of the potassium level in the blood. 
The ratio of sodium and potassium excretion in the urine was 
normal. The same changes in serum sodium concentration and 
potassium level in the blood were observed in diabetic patients 
with mild acidoketosis. The serum sodium concentration may 
be restored to normal only slowly in spite of a therapeutic sup- 
ply of sodium because of considerable dehydration of the 
patients. A drop in the potassium level of total blood and 
serum occurred constantly between the twelfth and thirty-sixth 
hour during treatment for diabetic coma. Spontaneous but slow 
return to normal occurred thereafter. The hypokaliemia was 
not associated with respiratory difficulty or muscular asthema 
and did not threaten the life of any of the patients. Administra 
tion of potassium was not required. The magnesium serum com 
centration did not seem to vary in the course of diabetic coma. 
The sodium and potassium levels in the urine were lowered. 

Chloramphenicol in Boutonneuse Fever. — Janbon and 
co-workers treated with chloramphenicol (chloromycetin®) 2 
men and 2 women between the ages of 23 and 62 who had bow 


tonneuse fever. Four to 4.5 Gm. of the antibiotic was — : 


istered as the initial dose, followed: by 0.25 Gm. every 
hours. Treatment with chloramphenicol was instituted om the 
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sixth day of the disease in 2 patients and on the eighth and 
seventh day in the 2 other patients. Defervescence was noted 
shortly after the institution of treatment in the 4 patients, whose 
temperatures returned to normal at the sixty-fifth, seventy- 
eighth, sixtieth and sixty-sixth hours after the administration 
of a total of 10 to 12 Gm. of the drug in a four day course. 
Convalescence was free of asthenia. 


Progrés Médical, Paris 
77:505-528 (Nov. 24) 1949 
Rubella During Pregnancy. H. Vignes.—p. 507. 
*Alpha-Tocopherol (Vitamin E) in Prophylaxis of Fetal Erythroblastosis. 
B. S. Ten Berge and F. J. J. van Assen.—p. 511. 
Syphilis in Maternity Homes: Its Treatment. R. Dubrovsky.—p. 515. 
Vitamin E in Prevention of Fetal Erythroblastosis.— 
Ten Berge and van Assen treated 6 Rh-negative, pregnant mul- 
tiparous women, whose husbands were Rh-positive, with 100 
mg. of alpha-tocopherol (vitamin E) per day. Preceding the 
present pregnancy, the women had either given birth to prema- 
ture children who died soon after birth or had miscarried a 
hydropic fetus. Treatment with vitamin E was started in 3 
of the women when they were three months pregnant, in 1 when 
she was four months pregnant and in 2 when they were six 
months pregnant. The infants born of mothers who received 
vitamin E when they were three or four months pregnant up 
to near term were Rh-positive and survived, 1 without exchange 
transfusions and 2 with exchange transfusions. One of the 
women was started on vitamin E treatment at the end of the 
third month of her pregnancy but did not continue the treat- 
ment regularly, receiving only small doses of about 25 mg. 
per day. She miscarried a hydropic and macerated fetus. One 
of the 2 women who was started on vitamin E therapy in the 
sixth month of her pregnancy delivered an Rh-negative infant 
who died at the age of 12 days from septicemia. The second 
of these 2 women delivered an Rh-positive infant who sur- 
vived with an exchange transfusion, but the placenta showed 
phenomena of mild fetal erythroblastosis. The authors believe 
that fixation of antibodies and/or antigens results from vitamin 
E treatment and that the production of antigens by the placenta 
is diminished. The pregnancy thus may continue near term, 
and chances are better for exchange transfusions. The prog- 
nosis for the infant seems to be definitely improved. It is 
advisable to administer 100 mg. of alpha-tocopherol to every 
pregnant, Rh-negative woman whose husband is Rh-positive and 
to start the treatment at the end of the third month of 


pregnancy. 


Revista Brasileira de Medicina, Rio de Janeiro 
6:517-584 (Aug.) 1949. Partial Index 
*Acute Ischemia of Limbs: New Conceptions. R. Heim de _ Balsac. 

—p. 517. 

Acute Ischemia of Limbs.—Heim de Balsac presents a 
theory on the cause of acute ischemia of the limbs based on 
observations of 9 patients and a review of the literature. He 
failed to find a thrombus in the peripheral artery of the limbs 
of certain patients with obvious clinical syndrome of embolism. 
In other patients a thrombus was present but was not the white 
migratory type. Circulation failed to reestablish itself after 
embolectomy in some cases despite the absence of another 
thrombus. The removed clot is aseptic in 80 per cent of the 
cases and does not contain a thrombogenic substance. The 
blood clot adheres to the arterial walls after ten hours whereas 
embolectomy gives good results in many cases in which it is 
performed twenty-four hours or fourteen days after the occur- 
rence of embolism. Results of embolectomy do not depend on 
how early the operation is done. The histologic lesions caused by 

thrombus are infectious in character, but the coagulum is 
aseptic in the cultures. The effect of phlebotomy on reestablish- 
ing arterial pulsation is not explainable by modern theories of 
arterial embolism. Arterial embolism in human beings follows 
4 course different than that of embolism in experimental animals. 
The author believes that acute ischemia of the limbs is due to a 

turbance of arterial pulsation, which results in disturbed 
‘rophism of the wall of the involved artery and a diminished 
secretion of heparin. Heparin hyposecretion can be transient, 
with consequent transient arterial ischemia, or permanent, with 
Consequent acute ischemia of the limbs. 
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Wiener medizinische Wochenschrift, Vienna 
99:503-526 (Nov. 5) 1949. Partial Index 


Effect of Urethane and Other Hypnotics on Central Nervous Regula- 
tion of Blood in Diseases of Blood. R, Klima and G, Wengraf. 


i. » of Insomnia in Connection with Paradoxical Activity 

of Belladonna. E, Frommel and I. T. Beck.—p. 507. 

*Nitrogen Mustard Therapy in Diseases of Blood and in Malignant 

Tumors. H. Fleischhacker and H. Klug.—p. 509. 

*Therapy of Hypertension by Alcohol Blockade of Sympathetic Nerves. 

E. P. Klein.—p, 512. 

Nitrogen Mustard Therapy in Diseases of Blood and 
in Malignant Tumors.—Fleischhacker and Klug believe that 
nitrogen mustard represents a valuable addition to the therapeutic 
armamentarium in the treatment of lymphogranuloma. It is 
especially valuable in cases which have become refractory to 
roentgen treatment. It has the advantage over roentgen therapy 
in that it influences all of the diseased foc?, even the newest and 
smallest. However, the remission induced by nitrogen mustard 
is generally shorter than that induced by irradiation. The 
authors obtained most favorable results by giving first a series 
of injections and, after an interval of one to three weeks, roentgen 
irradiation. Nitrogen mustard proved effective in polycythemia 
rubra vera. However, because of the danger of secondary toxic 
effects, the authors advise its employment only in cases in which 
other treatments have failed. Some cases of bronchial carcinoma 
likewise responded to treatment with nitrogen mustard, although 
the improvement was generally of short duration. Favorable 
results were obtained in laryngeal carcinoma, but other neoplasms 
responded occasionally only. Recently treatment with nitrogen 
mustard was begun in mycosis fungoides, and the effects have 
been quite satisfactory. The authors recommend doses of 4 to 
5 mg. on three or four successive days. The interval between 
the series of injections should be ten to fourteen days. Small 
doses of nitrogen mustard stimulate the bone marrow and induce 
an increase in the leukocytes. The authors administered 0.5 or 
1 mg. doses of a nitrogen mustard preparation on three successive 
days to patients with granulocytopenia or with panmyelopathy. 
This reduced the treatment period in patients with panmyelop- 
athy, and in some cases it started the regenerative process. 
With use of the customary large doses, a short period of stimu- 
lation is usually followed by signs of bone marrow impairment 
in the form of a decided decrease in leukocytes and toxic impair- 
ment of the neutrophils. For this reason the leukocyte count 
should be kept under constant control during and for a time 
after treatment with nitrogen mustard. For treatment of the 
severe leukopenias resulting from nitrogen mustard therapy, 
the authors recommend pyridoxine and folic acid therapy, which 
may be combined with infusions of choline chloride and injection 
of small quantities of foreign blood. When life is threatened 
blood transfusions and penicillin therapy are recommended. 

Sympathetic Nerve Block by Alcohol in Hypertension. 
—Klein has resorted to the exclusion of the sympathetic nervous 
system by means of procaine hydrochloride and alcohol in 80 
patients with hypertension. He infiltrates the sympathetic nerve 
at the height of the fifth or sixth dorsal vertebra with a 1 per 
cent solution of procaine hydrochloride. If a patient responds to 
this injection with decrease in blood pressure, on the following 
day the author usually performs the sympathetic exclusion by 
means of alcohol injection. He injects 2 cc. of 96 per cent alcohol 
at the level of the fifth or sixth dorsal vertebra on both sides 
and in case of malignant hypertension also at the tenth dorsal 
vertebra, the root of the lesser splanchnic nerve. The decrease 
in blood pressure may not be noticeable until the irritation due to 
alcohol has subsided, which may require one or several days. 
The blood pressure usually falls to a normal or nearly normal 
level, and the secondary effects of hypertension subside. This 
improvement usually persists nine months or longer. The results 
were good in 76 per cent of the cases; there was moderate 
improvement in 14 per cent, and the results were negative in 10 
per cent. The diuresis is usually increased; nocturia decreases 
or disappears. In decompensated hypertension there is a rapid 
improvement in the organs with stasis; liver pain and lack 
of appetite decrease. Cerebral and stenocardiac symptoms, as 
well as paresthesias, subside. Vision improves. Contraindica- 
tions to resection of the splanchnic nerve do not apply to the 
injection of alcohol. 
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THE REVIEWS HERE PUBLISHED HAVE BEEN PREPARED BY COMPETENT 
AUTHORITIES AND DO NOT REPRESENT THE OPINIONS OF ANY OFFICIAL 
BODIES UNLESS SPECIFICALLY STATED. 

Hemorrhage Disorders: A Guide te Diagnosis and Treatment. By 
Paul M. Aggeler, M.D... Assistant Clinical Professor of Medicine, Ual- 
versity of California Medical School, and 8S. P. Lucia, M.D., Professor 
of Medicine, University of California Medical School, San Francisco. 
Cloth. $10. Pp. 112, with lustrations by Phylura Gibbs, Helene 
Cleare and Jean Thompson, under the Supervision of Ralph Sweet. 
University of Chicago Press, 58th St. and Ellis Ave., Chicago 37, 1949. 

The subject of abnormal bleeding is presented in a concise 
clear, didactic manner. Many illustrations, most of them in 
color, and graphs and diagrams employ the principles of visual 
education to excellent advantage. The type is large, varied in 
size and underlined for emphasis, which facilitates reading and 
understanding. 

The book is based on the author's observations of over 500 
patients with many hemorrhagic diseases. An excellent summary 
of the physiology of hemostasis is followed by a brief but clear 
section describing the technical details of all tests the authors 
used to diagnose these disorders. One might question whether 
the technic for prothrombin determination is the best available, 
and it is doubtful that the suction method for testing capillary 
fragility is as sound as the positive pressure method with the 
use of a blood pressure cuff. However, it is probably sound to 
present this material in terms of one method when there are 
several that are reasonably satisfactory or equally unsatisfactory. 

The third section consists of a discussion of twenty-nine 
hemorrhagic diseases, indicating the basic hemostatic defects, 
presenting charts showing the degree of variation of the results 
of the different diagnostic tests, the clinical manifestations, the 
etiology and the treatment. The fourth section on therapeutic 
agents and procedures is fairly complete, covering the diseases, 
the indications, contraindications and efficacy of many different 
types of therapy. It has particular value in that it presents many 
seldom used agents and tells why these are not recommended 
by the authors. 

This book will be especially appreciated by the student and 
the practitioner for the excellent and concise summary it 
presents. It omits many details which are important to the 
specialist, and it does not make any pretense of presenting many 
examples of varying points of view with regard to fundamental 
problems. It is primarily a practical review book and brief 
guide rather than a volume on basic science. The price is 
necessarily high. The small, well selected bibliography will help 
the reader to obtain further information on specific subjects. 


Group Medicine and Health insurance in Action. By Robert E. 
Kothenberg, A.B., M.D., Chairman, Medical Group Council, the Health 
Insurance Plan of Greater New York, and Karl Pickard, A.B., M.D., 
Secretary, Central Medical Group of Brooklyn. Assisted by Joel E. 
Rothenberg, A.B., J.D., Attorney, Medical Group Council, Health Insur- 
ance Plan of Greater New York. Introduction by George Baehr, M.D., 
Cloth. Price, $5. Pp. 278, with illustrations. Crown Publishers, 419 
4th Ave., New York 16, 1949. 

This detailed and actual account of a medical group prac- 
ticing under a prepayment medical care plan explains the 
organization, financing and operation of the group practice unit 
and shows the limitations as well as the benefits which accrue 
to physician and patient. The authors are members of the 
Central Medical Group of Brooklyn, and their report covers 
the first two years of the group's experience as one of the com- 
ponents of the Health Insurance Plan of Greater New York. 
As a component of the health insurance plan the Central Medical 
Group provides medical cafe, preventive as well as curative, for 
more than 20,000 persons under a system of voluntary prepaid 
health insurance. 

To physicians already in group practice and to physicians 
interested in joining or developing a group this book offers a 
wealth of valuable information. Such subjects as legal aspects of 
group practice, medical personnel, administrative, auxiliary and 
clerical personnel, physical requirements for medical group 
quarters, utilization of services, reports of departments and a 


medical group as a business organization are discussed fully 
and well. 

The authors also offer “much food for thought” to readers 
interested in various approaches to voluntary health insurance. 
Group practice is portrayed as the means by which voluntary 
prepayment plans can offer comprehensive coverage at a reason- 
able cost. In fact, it might conceivably be said that the authors 
have directed their efforts to prove that this is true. 

The patient-physician relationship under group practice is 
given practical consideration and is amplified with experiences 
from the daily problems encountered by the group, but the 
authors provide a new analysis of the term: “In this era of 
specialists, scientific practice and group medicine, it is true that 
the old family doctor is replaced by the energetic and more 
impersonal internist; but a new kind of personal relationship 
takes its place. The patient develops an allegiance toward a 
team of doctors who he knows are working together to care 
for all his ailments. While this involves an evolution in the 
thinking of the patient, a new kind of transference toward the 
group comes into being among those who are members of a 
health plan.” 

The chapter on relationships of the medical group to the 
community is somewhat misleading. In discussing the opposition 
of county medical societies to the Health Insurance Plan of 
Greater New York the authors leave the impression that this 
opposition was directed toward group practice. Actually the 
opposition was directed against specific aspects of the prepay- 
ment features and not the group practice of medicine. 

As a closing theme the authors go all out for a National 
Health and Hospital Insurance Program patterned after the 
experiences of the New York health insurance plan. Details 
as to how such a plan might be started, what it should include 
in the way of benefits, how it should be governed and what the 
cost would be are all outlined. Even without this final gesture 
the book covers too much, and the proposed national health 
program convinces one that “Group Medicine and Health 

Insurance in Action” contains a fund of worth while informa- 
tion on group practice but leaves much to be desired in its dis- 


cussion of health insurance. 


Modern Practice in Ophthalmology: 1949. Edited by H. B. Stallard, 
M.B.E., M.A., M.D., Surgeon, Moorfields Hospital, London. Cloth. $12.50, 
Pp. 525, with 231 illustrations. Paul B. Hoeber, Inc., Medical Book 
Dept. of Harper & Brothers, 49 E. 33rd St., New York 16; [Butterworth 
& Co., Ltd., 4-6 Bell Yard, Temple Bar, London, W.C. 2], 1949. 

Under the leadership of H. B. Stallard fourteen predomi- 
nantly British ophthalmologists have prepared a textbook the 
purpose of which is “to give the general practitioner an outline 
of the modern practice of ophthalmology.” The material is, in 
principle, arranged according to the specific anatomic structures 
or regions of the visual organ. The first four and the last 
two chapters of the book are devoted to more basic or general 
considerations of ophthalmology, such as anatomy and physio- 
logy, methods of examination and ocular therapeutics. 

In a chapter entitled Pathology, F. Maxwell Lyons of the 
Memorial Ophthalmic Laboratory in Giza (Egypt) introduces 
the reader to the developmental anomalies and the abiotrophies 
of the human eye and describes the clinical rather than the 
pathologic manifestations of these conditions. He then discusses 
ocular inflammation, ocular injuries, degenerations and neo- 
plasms from the standpoint of the pathologist and closes with a 
brief description of the simple bacteriologic methods as used i 
ophthalmology. An extraordinarily well organized chapter 00 
medical ophthalmology by S. P. Meadows deals with the eye 
findings in neurologic and medical diseases. The strictly clinical 
sections of the book are clearly indicative of the special knowl- 
edge and wide experience of the authors. The section on refrac- 
tive errors by Williamson-Noble is perhaps more detailed than 
one would expect to find it in a book for general 
The comprehensiveness of this chapter as well as of chapters 0® 
surgical procedures expresses the editor’s desire to convey @ 
the general practitioner a complete understanding of ophthalmo- 
logic procedures “so as to enable him to deal with questions 
that the patient or the patient’s relatives may put to him 

The individual chapters of the book are well coordinated. Short 


bibliographies are appended at the end of each major chapter. 
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Amply and expertly illustrated, easily readable and eminently 
practical, this book will undoubtedly accomplish its purpose of 
becoming the general practitioner's guide in ophthalmologic 
matters. The book should prove equally useful to the medical 
student. 


Functional Localization in Relation to Frontal Lobotomy. By John F. 
fulton, O.B.E., M.D., D.Sc. Being The William Withering Memorial 
Lectures Delivered at The Birmingham Medical School 1948. Cloth. 
$3. Pp. 140, with 53 illustrations. Oxford University Press, 114 5th 
Ave, New York 11; Amen House, Warwick Sq., London, E.C.4, 1949. 

This small monograph (140 pages) reviews and brings up to 
date the knowledge that has been obtained regarding the frontal 
lobes and the cerebellum. The anatomy and physiology of these 
important parts of the brain revealed by experimental studies 
on lower mammals and the subhuman primates are compared 
and contrasted with what is known about the human being. 

The neurophysiologist is not yet able to explain just why 
frontal lobotomy relieves the psychoses and intractable pain 
when it does and why it does not when it is not successful. 
Progress, however, is being made, and it is hoped that ulti- 
mately “we may one day be able to bring mental experience 
and physiological experience into harmonious and meaningful 
juxtaposition.” 

The book is exceptionally well written, the print is excellent 
and the bibliography at the end of each chapter is good. There 
is an index which permits easy reference to any part of the 
book. This monograph should be essential reading for anyone 
interested in, or who is going to undertake physiologic experi- 
ments on, the frontal lobes or cerebellum or both. It is a must 
for the lobotomist, the neurologist and the neurosurgeon, but 
the psychiatrist also will find in it much helpful and stimulating 
information. 


Gynecologic Diagnosis. By Robert Tauber, M.D., F.A.C.S., F.LC.S., 
Associate in Gynecology and Obstetrics, the Graduate School of Medi- 
cine, University of Pennsylvania, Philadelphia. Cloth. Price, $6. 
Pp. 275, with 80 illustrations. Thomas Nelson & Sons, 385 Madison 
Ave, New York 17; Parkside Works, Dalkeith Road, Edinburgh 9, Scot- 
land; Toronto, Canada, 1949. 

Although this book is profusely illustrated, suitably arranged 
and set in good type on excellent paper, it could easily be 
condensed into a booklet of one-third its size. The first part of 
the book deals with diagnostic methods, the second with the 
diagnostic clinic. The foreword states that “the problems 
offered in this book may serve as a helpful source of mental 
exercise.” It could perform this function for the student com- 
pleting his course in physical diagnosis or his first series of 
lectures in gynecology. The book is an elementary treatise. 
Typographic errors are frequent. Lymphopathia venerea and 
lymphopathia venereum (pp. 128-129) are used interchangeably 
instead of the preferred term, lymphogranuloma venereum. There 
are several statements with which one might take issue, such 
as the claim on page 59 that a vaginal discharge with “a pu 5%4 
to 6% points to monilia.” The author suggests the use of 
mnemonic names: for instance, “V. Bach” was designed to help 
m search for masculinizing symptoms. “The V here stands for 
Voice, which is deepened ; the B for Breast, which is frequently 
atrophic ; the a for amenorrhea; the ¢ for clitoris, which may 
be considerably enlarged ; and the h for hirsutism.” The epitome 
of puerility is reached when the author suggests that the 
mnemonic term “McSteps,” spelled backwards, be used as a 
reminder of size, position, tenderness, shape, consistency and 
mobility. This is reminiscent of a highly publicized nostrum 
spelled backward. 


medicale. Par R. Fabre, professeur de physiologie, Facuité 
médecine de Bordeaux, et G. Rougier, agrégé de physiologie, 
Faculté de médecine de Bordeaux. Les précis pratiques. Boards. 2,500 
Pp. 1,118, with 206 illustrations. Librairie Maloine S.A., 27, Rue 
Médecine, Paris 6*, 1950. 

This is, on the whole, an up-to-date textbook for medical 
students and doctors of medicine, written by two competent 
the , on the basic assumption that physiology is one of 

fundamentals of modern medicine. The book lacks cogent 
to the literature. Some excursions into and some 

with basic research reports in this field seem 

tt fern” °° illuminate by understanding the student's memory 
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intramural and Recreational Sports for Men and Women. By Norma 
M. Leavitt, Ed. D., Associate Professor of Health and Physical Educa- 
tion, Illinois State Normal University, Normal, and Hartley D. Price, 
Ph.D., Professor of Physical Education, Florida State University, Talla- 
hassee. Cloth. $3. Pp. 323, with 39 illustrations. A. S. Barnes and 
Company, 101 Fifth Avenue, New York 3, 1949. 

Intramurals are defined by the authors as the physical recrea- 
tion activities sponsored by and carried on within an educational 
institution. Included in consideration are both competitively 
organized and informally conducted activities. Purposes of intra- 
murals, as an integral part of physical education, do not differ 
from those of general education. In the organization of the 
program emphasis is placed on the welfare of the individual 
with the needs and interests of all students—the strong, the 
average and the weak—given consideration. The program must 
offer a broad variety of activities to provide “a sport for every- 
one” and with sufficient appeal to attract “everyone to a sport.” 
Education for use of present leisure time and development oi 
resources for use of leisure in the future are cited as major 
goals. Individual sports which have a carry-over into later 
life are emphasized but not to the exclusion of competitive 
games which have so much appeal for youth. 

Discussing the importance of leadership, the authors suggest 
that, to furnish a program which will be impelling enough to 
stimulate wide participation among students, there should be 
sufficient faculty direction to assure smooth functioning, but 
never so much as to result in a stultified, stereotyped program. 
The students themselves should assume a large portion of the 
responsibility for organization and direction of the program 
with the role of intelligent faculty leadership only that of 
appropriate guidance. 

The organization and conduction of the program are well 
covered with consideration of scheduling, curriculum, club activi- 
ties, finances, rules and regulations, health safeguards, reports, 
awards and problems of administration. To be noted is the 
amount of repetition found from one part of the book to another. 
However, since many readers will refer to only certain problems 
in the field, or parts of the text, this may not be a serious fault. 
The book is intended primarily as a textbook for teacher educa- 
tion and a guide for teachers and leaders of intramural sports 
at the college level with some application for secondary schools. 
It will also be useful as a source book for physicians serving 
in college health services, on school boards or in other groups 
concerned with recreational sports. 


Lehrbuch der Chirurgie. Band |. Herausgegeben von A. Brunner 
et al. Unter Mitarbeit von F. Becker et al. Cloth. Price, 74 Swiss 
francs. Pp. 912, with 259 illustrations. Benno Schwabe, Klosterberg 
27, Basel 10; imported by Grune & Stratton, Inc., 381 4th Ave., New 
York 16, 1949. ‘ 

This is the first volume of a Textbook of Surgery and appar- 
ently will be followed by a second volume, which will complete 
the work. The authors all are Swiss and the book is written 
in German. After the preface there is a section on the history 
of surgery, which is commendable in view of the obliviousness 
on the part of the vast majority of students and practitioners 
of the great traditions of their profession. 

A detailed review of classic textbook material is difficult and 
of necessity can be only repetitious. The subjects are: traumatic 
injuries, including fractures and dislocations ; healing and regen- 
eration ; the surgery of infections ; thermal and electric injuries ; 
the surgery of ecchinococcus infections; hemorrhage; hemo- 
stasis and blood transfusion; thrombosis; thrombophlebitis 


and embolism; traumatic shock; water electrolyte and protein 


metabolism; antisepsis and aseptic technic in surgery; the 
control of pain; surgical diagnosis; general consideration of 
indications for surgical operations; neoplasms; the surgery of 
cutaneous and subcutaneous tissues; vascular surgery; surgery 
of the locomotor system; general considerations on the diagnosis 
and treatment of cerebral lesions; clinical neurosurgery; the 
endocrine glands; war surgery; fundamentals of plastic sur- 
gery; surgical medication, and physical therapy in surgery. 

In this, the first volume, the general principles of surgery 
receive more detailed consideration than special phases, with 
certain exceptions, such as neurosurgery. For example, the 
surgery of trauma is dealt with extensively, but the discussion 
of neoplasms is relatively brief and confined to generalities. 
For obvious reasons textbooks cannot be expected to include the 
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latest material appearing in the current literature. However, 
this book includes much of the most recent advances in prac- 
tically all fields dealt with, and this merits special commendation. 

The volume is attractive, being printed on good quality paper 
and in large, easily read type. It is profusely illustrated by 
original, instructive diagrams, charts and photographs. This 
textbook well deserves a place in any medical library and is to 
be recommended for those who read German as a truly modern 
work in the field of general surgery. 


Outlines of Internal Medicine (Including Clinical Chemistry and Micros- 
copy). Edited by €. J. Watson, M.D., Head, Department of Medi- 
cine, University of Minnesota, Minneapolis. Sixth edition. Cloth. $12. 
Pp. 434; 4, with illustrations. Wm. €. Brown Company, 915 Main 


St.. Dubuque, lowa, 1949. 

Watson, who speaks for an excellent group of contributors, 
did not intend the volume to be a medical textbook. In form it 
resembles a permanent and desired volume of 506 pages rather 
than a student's syllabus—which in fact it is. Nonetheless, it 
cannot be offered to the general medical public unless a some- 
what limited purpose is contemplated. It was intended for third 
year teaching, and in the University of Minnesota it no doubt 
is a useful item in a good system of pedagogy. The book was 
circulated among junior teachers who did not think in their 
situation that it would be useful. Teaching schemes are variable 
and are determined by the habits and tastes of the preclinical 
teachers. To illustrate the point, the chapters on infectious 
diseases are written by a professor of medicine who is also an 
excellent bacteriologist. He includes in his chapter for third 
year students material that in other places is well taught in the 
second year and hence not needed again in such detail. 

There is often a dogmatism in details of treatment that would 
confuse the third year student if he read elsewhere, but it is 
a good book for a particular hospital service. 

The book can be recommended highly to medical graduates 
who hope to find a refresher couse. Part V, which is exclusively 
clinical chemistry and microscopy, certainly can be so recom- 
mended. The book lacks an index. 


Normal Values in Clinical Medicine. By F. William Sunderman, M.i., 
r’h.D., Professor of Experimental Medicine and Clinical Pathology, Uni- 
versity of Texas Postgraduate School of Medicine, Galveston and Fred- 

Pp. 845, with 237 ilustrations. W. 


erick Boerner, V.M.D. Cloth. $14. 
BR. Saunders Company, 218 W. Washington Sq., Philadelphia 5; 7 Grape 
St.. Shaftesbury Ave., London, W.C.2, 1949. 

This is a remarkably complete compendium of data relating 
to diagnostic and therapeutic methods employed in medicine 
and its various specialties. The authors have brought together 
in one volume a vast number of facts and figures of importance 
to clinicians. The book is hardly one to be read in its entirety. 
It will be found most valuable as a reference volume, for medical 
students and practitioners alike. Laboratory methods have 
become so important in modern medicine and the volume of 
data relating to laboratory tests has become so large that a ref- 
erence book of this kind is greatly needed. Nowhere is so much 
factual information regarding the laboratory aspects of medi- 
cine brought together under one cover as in this new and 
valuable monograph. The authors are to be congratulated for 
having completed the tremendous task involved in compiling such 


an encyclopedic work. 


Surgical Management of Vascular Diseases. By Gerald H. Pratt, M.D., 
F.A.C.8., Associate Clinical Professor of Surgery, New York University. 
Cloth. Price, }10. Pp. 496, with 181 illustrations. Lea & Febiger, 600 


S. Washington Sq., Philadelphia 6, 1949. 
In simple language the author has given a thorough and 
modern review which should be a great aid to those encountering 
peripheral vascular disorders in the general practice of medicine 
or surgery. The book also should afford interesting and instruc- 
tive reading to those specializing in this field. The carefully 
outlined and well illustrated material covers the etiology, diag- 
nosis, nonoperative and operative treatments of arterial, venous 
and lymphatic disorders affecting extremities. Also discussed 
are similar disorders of the head, neck and trunk with reference 
to new developments in surgery of the heart. Probably the 
best portions of the book are those relating to diagnosis and 
treatment, though discussions of surgical method are presented 
in sufficient detail to inform the reader of the variety of surgical 
technics available. Study of the text will give valuable informa- 
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tion to physicians, because the problems discussed are those 
which are encountered most frequently and the recommendations 
are practical and sound. 


Notions pratiques d’électro-cardiographie. Par P. Bardlin et G. Mayon- 
ade. Préface du professeur E. Donzelot. Paper. Pp. 189, with 74 {itys- 
trations. L'Expansion Scientifique Francaise, 23 rue du Cherche-Midi, 
Paris 6°, 1949. 

In this small volume an attempt is made to cover the elements 
of electrocardiographic interpretation, their contribution to the 
differential diagnosis of clinical heart disease and their value 
in therapy. The technic of multiple chest leads and aV limb 
leads described extensively in the initial chapters finds little 
application in the description of abnormal patterns. Arrhyth- 
mias are dealt with under the anomalies of the P-R interval 
and of the QRS complex as well as in a special chapter. How- 
ever, this unnecessary repetition does not contribute to a better 
understanding of the subject. The statement that the period 
of unresponsiveness of the heart extends throughout the whole 
of diastole (bottom of page 1) needs correction. In view of 
the practical purpose of the book, the effect of digitalis on the 
contour of the electrocardiogram should merit more stress and 
it should be emphasized more than typhoid in the genesis of 
arrhythmias. The authors, contrary to general practice, hesitate 
to recommend the use of quinidine for the treatment of ectopic 
rhythms, and even for ventricular tachycardia it is recommended 
only as a last resort. The most interesting part of the book is 
the final chapter on vectorcardiography and the illustrations 
obtained by “vectorial electrocardiography.” Unfortunately, this 
chapter is too short and condensed to be understood by the 
beginning student of electrocardiography, for whom the book 
apparently has been written. 


Underségelser over Respirationscentrets feisomhed ved melankoli. 
By Torsten @stergaard. [Studies on Sensitivity of Respiratory Center 
in Melancholia.] Denne afhandling er af det legevidenskabelige Fakultet 
antaget til offentlig at forsvares for den medicinske Doktorgrad, Koben- 
havn, 1948. Paper. Pp. 168, with 137 illustrations. Kosenkilde & 


Bagger, Copenhagen, 1948. 

The author reviews previous reports on the responsiveness of 
the respiratory center to various stimuli in mental disease, espe- 
cially melancholia, and then gives the results of original studies 
on 36 patients with melancholia. The biochemical procedures are 
described in detail, and the results are summarized in the con- 
cluding three pages. The responses of melancholic patients to 
carbon dioxide inhalations were measurably reduced below 
normal waking figures; similar refractoriness was found in 
normal subjects sleeping naturally or under the influence of 
hypnotics. The author concludes that the diminished responsive- 


ness of the respiratory center is a usual accompaniment but not — 


an essential feature of melancholia. - 


Die Elektrochirurgische Behandlung der Tuberkulose. Von Heinrich 
Briigger. Tuberkulose-Biicherei, Monographien zur Monatsschrift “Der 
Tuberkulosearzt” herausgegeben von Dr. Rolf Griesbach und Dr. Otto 
Wiese. Paper. Price, $3.25. Pp. 76, with 99 illustrations. (Grune 
& Stratton, Inc., 381 4th Ave., New York 16); Georg Thieme, Diemer- 


shaldenstrasse 47, Stuttgart-O, 1949. 

This is a carefully prepared treatise on the use of diathermy 
in the surgical treatment of tuberculous sinuses. It is excellently 
documented and illustrated, and many cases of sinuses in various 
parts of the body are described in detail. The author stresses 
the importance of using a particular strength of coagulating 
current which will heat the tissues without producing an eschar. 
He has not sufficiently stressed the fact that practically all such 
tuberculous sinuses are caused by some underlying pathologie 
condition which must be cleared up before the sinuses will heal 
permanently. 


The Mental and Physical Effects of Pain. By V. C. Medvel, MD» 
M.R.C.P., Associate Chief Assistant, Endocrine Clinic, St. Bartholomer 
Hospital, London. Buckston Browne Prize Essay, Harvelan edt 
London, 1948. Paper. $1. Pp. 59. [Williams & Wilkins ©0. is 
Royal and Guilford Aves., Baltimore 2); E. & S. Livingstone 1d, 
and 17 Teviot Place, Edinburgh 1, 1949. 

This little booklet presents a competent review of this re 
plex and important problem. Pain is a universal humaa ( 
probably all animal) experience. A more complete under 
standing of its causes and consequences is of great importane’ 
both for the doctor and the patient. 
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Queries and Minor Notes 


THE ANSWERS HERE PUBLISHED HAVE BEEN PREPARED BY COMPETENT 
avuTHoRITIES., THEY DO NOT, HOWEVER, REPRESENT THE OPINIONS OF 
any OFFICIAL BODIES UNLESS SPECIFICALLY STATED IN THE REPLY. 
ANONYMOUS COMMUNICATIONS AND QUERIES ON POSTAL CARDS WILL NOT 
pe NoTICED, EVERY LETTER MUST CONTAIN THE WRITER'S NAME AND 
ADDRESS, BUT THESE WILL BE OMITTED ON REQUEST. 


TREATMENT OF DOG BITES 

To the Editor:—There is a difference of opinion in my section about the 
treatment of dog bites. One group still advocates the use of fuming 
nitric acid cautery to the fresh wounds on any part of the body. This 
same group holds that bites on the neck up should be treated immediately 
with rabies vaccine but bites on any o area of the body can await 
the seven day report from the Board of Health dog kennel and treat- 
ment given accordingly. The second group objects to the use of 

nitric acid, first, because of the unnecessary scarring resulting from this 
treatment and, second, because they believe that this treatment sears in 
the virus and is extremely painful. Please outline the accepted method 
of treatment for dog bites of the face and other parts of the body with 
reference to medicolegal aspects. 

Alfred J. D’Alessandro, M.D., Brooklyn. 


Answer.—Briefly, the treatment is like that of any similar 
surgical condition. Cleanse the traumatized area with medicinal 
soft soap and water, using sterile gauze. Do not scrub with a 
brush. Wash off excess soap with sterile water and apply 
hydrogen peroxide. Wash again with water and follow with 
95 per cent alcohol. Apply a wet dressing of boric acid if the 
wound is badly lacerated. If treatment of the injury has been 
delayed and there is evidence of dirt in the wound, it is some- 
times advisable to give a prophylactic injection of tetanus anti- 
toxin. 

The use of fuming nitric acid, long recommended for dog 
bites, is slowly going out of use. If there is any suspicion that 
a rabid animal was responsible for the bite, antirabies vaccine 
injections should be started at once. 

Incubative periods for rabies are likely to be brief when the 
bite of the rabid animal is above the shoulder line of the subject 
attacked. It is for that reason that any delay in instituting 
antirabic treatment is often considered hazardous. Local treat- 
ment is the same regardless of the site of injury. Fuming nitric 
acid or other forms of cautery should not be used. In recent 
years human immune serum has been recommended (Scull, A. 
J.: Rabies—A Community Problem in Texas, Teras State J. 
Med. 45: 343 [June] 1949). 


COLOR BLINDNESS 


To the Editor:—What is considered the most accurate method for the deter- 
mination of color blindness? 
Frank E. Wilson, M.D., New London, Conn. 


Answer.—The term color blindness should seldom be used, 
as this condition is hardly ever encountered. In contrast, the 
term defective color vision describes about 8 per cent of the 
male and almost 0.5 per cent of the female population. Color 
blindness can be diagnosed only by complicated tests includ- 
img spectroscopy and color-mixing apparatus. Defective color 
vision can be diagnosed by many simple tests, but to classify 
the type and estimate the extent of the defect require usually 
several tests, including the use of some form of anomaloscope. 

Of the simple tests, which should be called screening tests (to 
separate subjects with defective color vision from those with 
normal color vision), the polychromatic plates of Ishihara, 
Stilling and Rabkin are the best known, but even these have 
serious drawbacks and cannot be used effectively without careful 
Precautions regarding mode of administration and illumina- 
tion (Arch. Ophth. 34: 278-282 and 295-302 [Oct.] 1945; 35: 109- 
119 [Feb.] 1946; 35: 251-270 [March] 1946; 36: 685-699 
(Dec.] 1946 and 38: 442-449 [Oct.] 1947). 

Of the simple screening tests available at present the revised 

of the American Optical Company’s plates properly 

employed (Arch. Ophth. 38: 442-449 [Oct.] 1947) would prob- 

ably be the most satisfactory for use in an oculist’s office. Dubi- 
ous cases should be checked with a Nagel anomaloscope. 

— tests such as the Trendelenburg dot test and the Hardy, 

nd & Rittler plates are in the process of production and 

Yerification. These tests are claimed to screen, classify and 

te extent of defective color vision. 

There are many color discrimination and color aptitude tests 
designed to determine a subject’s abilities in special circum- 

or for special purposes. 
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PATCHY TYPE OF ALOPECIA 


new ts continue to develop, which seem to 
limited to areas where old hair still persists. Each bald spot is pre- 
ink 


ceded by a pink spot, at which time the hair falls out and a white bald 
spot appears. The patient has cbout 50 per cent new hair varying 
inches (0.64 to 7.62 cm.) in length. Physical examination, 


M.D., New Jersey. 


ANSWER.—When a patchy type of alopecia occurs in an adult, 
the diagnosis of alopecia areata should be considered, especially 
if the areas are completely bald, are not visibly inflamed and 
are not scarred. Other conditions, such as lupus erythematosus, 
folliculitis decalvans, gummatous syphilis, and the more rare 
favus, pseudopelade and trichotillomania also produce patches 
of baldness, but in these conditions there usually are inflam- 
matory changes or scars in the areas. Patchy ringworm of the 
scalp is a disease of children. The course of alopecia areata is 
unpredictable. Most patients recover spontaneously with regrowth 
of hair, but in some total alopecia later develops. In many 
instances there seems to be a link with emotional disturbances. 


Local treatment that is designed to produce hyperemia is 
favored by many physicians. This may be accomplished by vigor- 
ous massage, by ultraviolet rays or by the application of an 
ointment containing either histamine or 10 per cent ammoniated 
mercury. 


VASOSPASM OF CORTICAL VESSELS 


To the Editor:—A woman aged 76 has shown the clinical signs and symp- 
toms of a cerebral hemorrhage. There is urinary and intestinal incon- 
tinence and flaccid paralysis of the right arm and leg, though a small 
degree of muscle power in the leg is returning. She cannot support her- 
self in the upright position. One problem is restlessness and sleepless- 
ness. To overcome the latter pentobarbital sodium (nembutal sodium®) 
was used in doses of 114 grains (0.1 Gm.) and diphenylhydantoin sodium 
(dilantin sodium®) was tried. The patient's daughter claims that under 
the influence of the latter drug, and to a minor degree under that of the 
former also, the patient got out of bed and walked about 15 feet (3 
meters). Can such a claim be supported on some physiologic basis? 

R. J. Kent, M.D., Savannah, N. Y. 


ANSWER.—A patient aged 76 with evidence of paralysis on 
the basis of a cerebral lesion probably is affected through some 
dysfunction of the arterial circulation. If cerebral hemorrhage 
took place, some permanent loss of function will probably 
result. On the other hand, in areas surrounding the hemor- 
rhage there may have been secondary vascular spasms causing 
paralysis of a temporary nature. It is reasonable to speculate 
in regard to the effect on the paralysis of a drug such as 
diphenylhydantoin sodium. Presumably vascular spasm could 
be overcome and neural function again be possible, thus 
accounting for the fact that the patient, under the influence of 
this medicament, could use her paralyzed leg in walking. 

A second consideration must be taken into account: could the 
patient have a functional paralysis on a psychogenic basis? 
The history reported in the query fails to reveal the emotional 
status or psychiatric background of the patient on which to 
build such an assumption. The restoration of voluntary power 
could have been based on the removal of a functional overlay of 
a structural condition, in this case a cerebral hemorrhage. 
Hysteria is uncommon in older patients and, without previous 
episodes of a functional nature, almost unknown. Both the- 
oretic explanations are based on certain assumptions which 
cannot be proved experimentally. However, the evidence would 
suggest that the mechanism concerned in this case was one of 
dilatation by the use of a drug of the cortical vessels which 
previously had been in vasospasm. 


IMMUNITY AGAINST DIPHTHERIA 
To the Editor:—How could toxoid injections create immunity against diph- 
theria, when an attack of diphtheria itself does not leave any lasting 
immunity? Alfred R. Ross, M.D., Brooklyn. 


Answer.—That toxoid injections create immunity against 
diphtheria has been amply substantiated by innumerable statis- 
tics. Moreover, even without stimulating doses of toxoid fol- 
lowing the original injections, active immunity endures for 
about five years in more than 85 per cent of those inoculated. It 
is true that an attack of diphtheria may confer immunity only 
for a limited time; nevertheless, authentic second attacks of 
diphtheria are rare. . 


a soon bald spots simulating alopecia areata appeared varying in size from 
a dime to a silver dollar. in about eight weeks hair began to appear in ; 
| metabolic rate, blood count, sedimentation rate, temperature chart, ; 
serodiagnosis and results of urinalysis are all normal. What is the diag- 
nosis? Will all the old hair fall out, and, if so, how soon? Will it all 
i 


tongue and a bad taste in the mouth, which became worse; now there is 
decided pain and distress in the tip of the tongue although nothing is 


seen on examination. The pain is always present and 
during the night, when it is so severe that it awakens him and 
little. Results of serologic tests are negative, gastric analysis and liver 

been removed 


also 

tongue neurosis, neuralgia of the tongue and vitamin . | have 

given hypodermically a potent preparation of vitamin B complex. Please 
treatment 


suggest diagnosis and bh 
Gregorio igartua, M.D., Aguadilia, Puerto Rico. 


Answer.—The diagnosis would seem to be glossopyrosis. Its 
occurrence, course, absence of local lesion and absence of 
response to therapy are characteristic. It usually develops in 
nervous persons; there may be a local irritant to aggravate it. 
The diagnosis may have to be made by history alone. The 
normal gastric analysis and the failure of vitamin B therapy 
(oneuniel it was adequate) would seem to rule out a systemic 
disease or deficiency. It is presumed that the blood cell count 
is normal and that there is no ulceration of the lingual tonsils 
to cause a referred pain to the tip of the tongue. The constancy 
of the pain would exclude a true neuralgia of the lingual branch 
of the fifth nerve, which tends to be paroxysmal and reflex. 
Treatment is needed, because patients with glossopyrosis suffer 
real and severe discomfort. Relief is possible and may be 
dramatic. The business worries should be resolved; any fear 
of cancer should be relieved ; sedatives may be given to eliminate 
the insomnia. Smoking, the use of strongly alcoholic drinks and 
stimulating foods should be banned for the time being. Sodium 
perborate or other irritating mouth washes should not be used. 
All irregularities on the teeth or dentures should be removed, 
since the patient may repeatedly run his tongue over a tiny 
rough spot or deposit. A vitamin B concentrate, plus liver 
extract, may be given empirically, although it would be wise 
to await the results of the other measures which have been 
suggested to know which are effective. 


IMMUNITY TO TETANUS 
To the Editor:—What is considered the “‘safe period’ for giving boosters 
of tetanus toxoid to veterans, without resorting to straight tetanus anti- 


sonnel about every 
with reference to civilians who were formerly immunized in the service 
and who sustain trivial injuries. How long can | consider a service 
tetanus toxoid immunization to be protective for a patient? 

Martin Karr, M.D., San Mateo, Calif. 


Answer.—For practical purposes it is desirable to employ 
booster injections of tetanus toxoid when injuries occur that 
are considered likely to lead to the development of clinical 
tetanus. Because of the decided variability in duration and 
level of active immunity after basal immunization to tetanus, 
booster injections are to be preferred to reliance on persistent 
immunity from initial inoculations. 

Present information indicates that a human subject responds 
satisfactorily to a small to moderate dose of tetanus toxoid 
(0.1 to 0.5 ce.) by the intracutaneous, subcutaneous or intra- 
muscular routes as long as five to eight years after so-called 
primary immunization. The maximal duration of this capacity 
to respond to a booster injection of tetanus toxoid is the sub- 
ject of long-term study in several clinics, from which reports 
appear from time to time in the literature. 

The excellent results from tetanus toxoid in the armed forces 
have confirmed the validity of its routine use. However, there 
are definite indications for the combined use of tetanus antitoxin 
and tetanus toxoid: (1) severe or multiple injuries (compound 
fractures, crushing injuries, laceration, burns, penetrating 
wounds from farm objects and bullets); (2) delay in specific 
prophylaxis; (3) poor general health, disease of a debilitating 
nature or hemorrhage of significant degree and (4) equivocal 
history concerning the previous inoculation of tetanus toxoid. 
The disease itself does not confer an active immunity. 

In the foregoing circumstances the minimal dose of tetanus 
antitoxin would be 10,000 to 20,000 units, and that of tetanus 
toxoid may be 0.1 to 0.5 cc. of highly purified alum-precipitated 
or fluid preparation (commercially available). The smaller 
amounts of tetanus toxoid are adequate, provided adequate pre- 
cautions are employed both to measure and to inject the mate- 
rial. Use of a tuberculin syringe is desirable. The tetanus toxoid 
should be injected through the needle used for drawing it from 
the stock container. Leakage from the site of injection must 
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be avoided: the needle is inserted parallel to the skin for one 
half of its length, and then (after it has been turned to an angle 
of 45 degrees or more) is directed for the rest of the way into 
the deep subcutaneous or intramuscular tissues. Intracutaneous 
injections are not needed. 

_ Tetanus antitoxin confers prompt passive immunity that 
is prolonged by the active immunity which emerges five to seven 
days after the booster dose of tetanus toxoid. Stated differently 
the antitoxin does not interfere with the toxoid in a previously 
actively immunized person. This situation offers a sharp con- 
trast to that encountered when these two materials (antitoxin 
and toxoid) are injected simultaneously (at different sites) into 
a subject not previously and adequately immunized with tetanus 
toxoid. In this latter instance the tetanus antitoxin does inter- 
fere (in a roughly quantitative manner) with the tetanus toxoid. 
Apparently, the antitoxin protects the responsive tissues of the 
body from the stimulating action of the toxoid. 

A booster injection of the toxoid is adequate for most pur- 
poses. Widespread use of antitoxin, as an adjunct to toxoid, 
would invalidate the arguments propounded for the universal 
use of toxoid. 


EXCESSIVE ESTROGENS AND SWELLING OF KNEE 
To the Editor:—A white woman 24 years of age, who gave birth to a child 
two and one-half years ago, complains of her and 


origin, the consultant stating that 
Medical examinations consisting of blood cell counts 
metabolic tests and roentgenograms of the knee, do not reveal any 
mol conditions. Emotionally, the putient be stable 

s 


Robert A. Heebner, M.D., Compton, Calif. 


Answer.—The phenomena described are apparently related 
to the retention of fluid under the influence of large amounts 
of physiologically secreted estrogens. During that part of the 
cycle when progesterone is normally secreted the symptoms 
subside. This is a reasonable parallel to the tendency to 
turgescence and painful conditions in mammary tissues, which 
is the subject of unpublished research. Operative intervention 
in the knee area or open examination of these tissues does not 
seem warranted. The simplest methods for control would 
involve restriction of water and sodium chloride and possibly 
the use of diuretic doses of ammonium chloride. If this is not 
helpful, then materials which are physiologically antiestrogenic 
could be used as the next resort. First to be considered is 
progesterone, which could be administered intramuscularly im 
doses of 5 to 10 mg. at intervals of one to three days during 
periods when the difficulty occurs. Progesterone, or perhaps 
better anhydrohydroxyprogesterone, could be given orally in 
doses of six to ten times this amount in the same periods. If 
these are not effective, it might be worth while to try the admin- 
istration of testosterone intramuscularly in small doses, such 
as 10 mg. at intervals of two or three days, in the same time 
period. These are methods which are known to reduce the 
effectiveness of estrogen on genital tissues and which, presum- 
ably, therefore, would have the same effect on these tissues that 


are responding in a parallel manner. 


VASOMOTOR RHINITIS IN AUTUMN 


Answer—Any conceivable antigen could be responsible . 
the initiation of symptoms at that time of the year with, 
course, the exception of those substances peculiar to other sea 
sons. Those factors most commonly responsible for exacerba- 
tions of respiratory allergic symptoms during the period 
described are house dust, bacteria and ragweed pollen. 

Although the peak of the ragweed season has passed by the 
time of the year described, patients frequently have their first 
symptoms of ragweed hay fever during the latter part of 
ragweed season. Usually at this time of year the weather 
becomes cooler, house cleaning is begun, heating systems are 
turned on and windows are closed. These latter factors usually 
account for a stirring up of house dust and a greater exposil: 
to it, hence dust is a frequent excitant. Also at this time 
year, le return from vacations, school starts and there afe 
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GLOSSOPYROSIS 
To the Editor:—A man aged 38, married, with three children and in good 
economic status, about four months ago had a bitter sensation in the 
| 
He has become extremely nervous. His appetite is fair, and no particular 
food seems to increase the burning sensation in the tongue. | have thought 
 &§ aching for one week before the menstrual period but not during the flow 
(one week). The swelling and aching begin again for one week at cessa- 
tion of flow and last one week. This cycle of three weeks is as reguler 
as the menstrual cycle, which in this case occurs every twenty-eight days. 
Examination of the knee reveals, at the time of generalized swelling of 
the knee, four or five walnut-sized areas filled wi 
of motion exists. A consultation did not reveal 
dwell 
the 
material to be normal, although present in an abnormal quantity. What 
toxin? While in the service, @ booster injection was given to the per- ; 
A) 
thum 
had j 
bility 
Must 
howe 
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To the Editor:—Whet antigens could cause vasomotor rhinitis the ; 
last week in September end in early October in the Philadelphia ores ond =e 
perhaps middle eastern seaboard? M.D., Pennsylvania. — | 
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more public gatherings than there have been during the summer 
months. These factors are conducive to the spread of respira- 

infectious organisms and may well account for the initiation 
of a bacterial type of nasal sensitization. 


PREGNANCY AND DOUBLE UTERUS 
To the Editor:—A woman aged 23 has been married five years without a 
pregnancy until three months ago, when she became pregnant and promptly 
aborted. | found an old remnant of a vaginal septum making a complete 
veil over the cervix which has given her difficulty with menstruation and 
which was a natural contraceptive device. With the patient under general 
anesthesia, | excised this veil, exposing a cervix with two separate canals. 
Exploring the interior by means of sounds through each cervical canal 
reveals a complete and total septum dividing the uterus into two separate 
cavities with a separate cervical opening within one common cervix. 1. Is 
it safe to allow this woman to attempt future pregnancies? 2. If so, 
should she be delivered by cesarean section? 3. Is it justifiable to remove 
the septum and leave one cervical opening? 4. If answers to foregoing 
questions are not in the affirmative, is sterilization indicated? 
Roy W. Reed, M.D., Richland. Mo. 


Answer.—l. It is safe to allow this patient to become preg- 
nant because women with double uteri usually have no trouble 
maintaining their pregnancies and delivering spontaneously. 
However, the incidence of spontaneous abortion is high. 2. There 
is no need to consider a cesarean section unless the nonpregnant 
uterus blocks the exit of the child. This, however, is unusual. 
Malpresentations such as breech and transverse presentations 
are common and may be the deciding factor for the performance 
of a cesarean section. In some cases of double uterus the 
musculature is weak, so all women with this abnormality should 
be delivered in a hospital where they can be. carefully watched 
during labor. The third stage is usually normal, but there may 
be increased bleeding after delivery from weak musculature and 
from a retained placenta. 3. Removal of the uterine and cervical 
septums is indicated only when a patient has repeated spon- 
taneous abortions. In such cases, making a single uterine cavity 
and one cervical opening will help to carry pregnancies to 
full term. 4. There is no need to consider sterilization in 
this case. 


SMALLER RIGHT THUMB 


H. K. Speed Jr., M.D., Albuquerque, N. Mex. 


Answer—One wonders, in this patient, whether the right 
thumb had recently become relatively smaller or whether this 
had just become apparent to the family. If acquired, the possi- 

of an interference with the vascular supply to the thumb 
must be considered. No evidence of vascular changes is present, 
however. The scalenius anticus syndrome, or cervical rib, is 
usually accompanied with pain, swelling, edema and vascular 

es in the extremity prior to trophic changes. This 
Sequence of events was not reported. In view of the presence 
of the same finding in a first cousin, it would seem that a 
hereditary basis for the smallness of the right thumb might be 
likely. Breitenbecher (Hereditary Shortness of Thumbs, J. 
Hered. 14:15, 1923) studied 12 ‘cases in five generations of 
one family. Although in all these cases there was bilateral 
volvement, this need not be present. The mutational origin 
of the trait supports the possibility of unilateral involvement. 


LARGE LOWER EXTREMITIES 
woman aged complained of weakness and nervous- 


ANSWER.—There is not enough information in this brief 
at to warrant a definite statement conaaing treatment. It 
assumed that edema caused by thrombosis of the venous or 
- Systems associated with childbirth has been ruled 
The excessively large lower extremities presumably repre- 


only in proportion to the loss in her body as a whole. There is 
land . di it 
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STAINLESS STEEL PLATES AND SCREWS 
To the Editor:—\ am interested in knowing whether stainless steel bone 
fixation plates or other stainless steel implants in body tissues have sur- 
vived without corrosion more than two years. If corrosion or other 
failure has been observed, it would be of value to know what type of 


failure was noted. Joseph $. Smatko, Ph.D., College Park, Md. 


ANswer. — This question was referred to several surgeons 
doing operative bone work, but none had any specific informa- 
tion or knew of any references in the literature regarding the 
behavior of 18-8 SMo stainless steel plates and screws and hip 
nails that have been retained in the body more than two years. 
All agreed that those which they had removed did not show 
gross evidence of corrosion or of tissue irritation. The steel 
seemed as bright as when it was first put in. One surgeon 
stated that he has noticed that there is distinctly more difficulty 
in removing vitallium® appliances than 18-8 SMo stainless steel 
appliances, i. e., he has found it impossible to unscrew vitallium® 
screws from the bone, because apparently the bone had grown 
into the region of the threads sufficiently to completely imprison 
the screws. Another authority stated that “in attempting to 
remove 18-8 SMo screws and plates, it has been found that the 
plate was completely covered by bone with bone growing into 
the slot of the screws.” In types of steel other than 18-8 SMo 
stainless steel, of course, the evidence of corrosion is common. 


RHEUMATIC HEART DISEASE 


To the Editor:—A man aged 57 has rheumatic heart disease with moderate 
enlargement of the heart and aorta, extrasystoles constant for years, occa- 
year to vio- 


regi 
tobacco for the past fourteen years, light indulgence in tea and coffee, 
6 tablets of quinidine sulfate a day (18 grains) and 0.1 mg. of digitoxin 
(purodigin®) to maintain digitalization of the heart. Will the heart acquire 
a tolerance to quinidine sulfate, so that larger doses might have to be 
taken? M.D., Alabama. 


ANSwWeR.—Adequate statistics are not available as to the 
exact amounts of increase of dosage of quinidine that may be 
necessary. Generally progressively larger doses do not need 
to be taken. Some patients get along for years on small or 
moderate dosage with constant benefit. There is no indication 
that allergy to the drug develops, though some persons are 
more easily affected by its toxic action than are others. The 
patient described may be better off eventually with permanent 
auricular fibrillation and omission of quinidine altogether and 
with ee digitalis effect to keep the heart rate under 
control. 


HYPERNEPHROMA 


. ANSWER.—Hypernephromas of the kidney are rapidly grow- 


that had already metastasized to the brain and the lung. It 
would seem that this patient should have had immediate irra- 


that of older children and adults. Merritt and Fremont-Smith 
(The Cerebrospinal Fluid, Philadelphia, W. B. Saunders Com- 
pany, 1938, p. 74) stated that the results of globulin tests are 
negative and the total protein content in normal infants and 
children is 15 to 45 mg. per hundred cubic centimeters. 


— 
lent attacks of paroxysmal auricular fibrillation about every three weeks, 
moderate shortness of breath and moderately rapid pulse rate. Sometimes 
To the Editor:—The right thumb of a boy age 11 has in the last six to 
although he is right 
or any other defect noted other than the small size. His mother’s sister 
hes a daughter of the same age who apparently has the same condition. 
To the Editor:—A Negro woman aged 30 underwent an exploratory laparot- 
omy after a complete study, with the roentgenographic impression that 
the patient was probably suffering from a left hypernephroma. When the 
abdomen was opened a large tumor was found, which practically enveloped 
the whole of the left kidney. There was also some involvement of sur- 
rounding loops of intestine. As much as possible was removed, to relieve 
obstruction. The patient recovered rapidly and began to gain weight. 
Her appetite was good, and she enjoyed normal function of the remain- . 
ing kidney. in about a month, the abdomen began to enlarge and there 
was evidence of seeding of the growth in the scar. This has progressed 
rapidly, until now the abdomen is about the size of a seven or eight 
month pregnancy. The patient has a low grade fever and is weok. 
1 would appreciate suggestions. F. L. Hutchins, M.D., Chester, Pa. 
To the Editor:-—A ee been reported following irradiation treatment of hypernephromas 
fess and generali itching. gave her weight as 170 pounds (77.1 
Ko). Her face, arms and trunk had a slender appearance, whereas her 
were extremely obese. Her menstrual ‘periods were may Stull have 
The besel metabolic rete wer plus 19 per cent on unable Ye considerable regression and comfort from irradiation if admin- 
) the couse of her obesity. Is there @ treatment for her condition? istered at the present time. 
| M.D., Wisconsin. | 
. PROTEIN CONTENTS OF SPINAL FLUID 
To the Editor:—Kindly let me know whether the totel protein content of 
spinal fluid of newborn babies differs in any way from that of older 
children and adults. If so, what is the range of normal values? : 
Erwin Neter, M.D., Buffalo. / 
family hia .eracterisuc. On careful questioning, a ANswer.—The total protein content of spinal fluid of new- 
Th history of similar disturbance may be found. born babies is said not to differ in any known way from 
. . tissue and result in the elimination of excess fat 
from the lower extremities only. | 
pa) 
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SEPARATION OF RIBS AT STERNAL JUNCTION 

To the Editor:—Please give information concerning the diagnosis, treat- 
ment and prognosis of separation of the costosternal junction of the 
ribs following trauma to the anterior chest wall. Is it possible to dem- 
onstrate this roentgenologically, especially in persons with 
enlarged cardiac and aortic shadows? M.D., Tennessee. 


- Answer.—The diagnosis of separation of the ribs at the 
sternal junction is a clinical observation dependent on the 
presence of localized tenderness to pressure and of pain with 
thoracic respiratory movement and with coughing. Treatment 
is directed primarily to relief of pain with immobilization of 
thoracic respiration, analgesic medication and local injection of 
procaine hydrochloride. The prognosis is excellent, though 
pain is often prolonged beyond that found in fracture of the 
rib itself. It is virtually impossible to demonstrate, radio- 
graphically, separation of the ribs at the sternal junction because 
of the radiolucency of cartilage and because of the presence 
of superimposed structures on the film. 


FLASH BURNS IN ARC WELDERS 
To the Editor:-—On several occasions | have found that the instillation of 
1 per cent phenacaine hydrochloride (holocaine hydrochloride®) solution 
into the conjunctival sac gives complete, prompt and permonent relief 
in cases of flash burns—(exposure to ultraviolet radiation from weld- 
i Are there any contraindications to this treatment? 
George B. Ewing, M.D., LoFargeville, N. Y. 


Answer.—Phenacaine hydrochloride in solutions up to 1 per 
cent is one of the preferred agents for instillation in flash burns 
among arc welders. It has no curative value but serves as an 
anesthetic. On occasion this local anesthetic provokes allergic 
responses, but not so frequently as does butacaine sulfate (butyn- 
sulfate®). Allergic responses may be of no great significance 
and only call for withdrawal of the preparation from further 
use for the particular patient. The only known incompatibility 
is with alkali solutions, in the presence of which phenacaine 
hydrochloride is precipitated. In any eye condition phenacaine 
hydrochloride should not be utilized simultaneously with alkali 


solutions. 


ROENTGEN RADIATION IN TREATMENT OF 


BREAST CANCER 


To the Editor:—What is the consensus concerning postoperative irradiation 
after removal of a ductal scirrhous adenocarcinoma of the breast wi 
no evidence of metastasis? The tumor was small. The patient is an 
R. N. Long, M.D., Seima, Ala. 


ANnswer.—There are two schools of thought relative to the 
postoperative use of roentgen rays in the treatment of carcinoma 
of the breast. If there has been a careful dissection of gland- 
bearing areas and thorough examination has failed to reveal 
any extension of the disease, irradiation would not seem to be 
indicated. However, because of the possibility of residual 
malignant cells remaining in the surrounding areas, irradiation 
might be of benefit in destroying these cells; if properly admin- 
istered it should not cause bad effects. At the present time the 
employment of irradiation in such a case would depend on the 
choice of the attending surgeon. 


CORNEAL OPACITIES 


To the Editor:—Much was heard about epidemic keratoconjunctivitis in 
| have found little in the literature, however, 


shipyards during the wor. 
concerning treatment of the opacities which result from the disease. |! 
have used ethyl! morphine hydrochloride but with discouraging results. ! 
would like to know the prognosis of the corneal opacities. 

Roy M. Whiteman, M.D., Manhattan, Kan. 


Answer.—Corneal opacities from epidemic keratoconjuncti- 
vitis undoubtedly have the same recalcitrant history as all other 
opacities, although few have been reported. Their position in 
the pupillary area and their depth determine the amount of 
visual disturbance. Neither ethyl morphine hydrochloride nor 
any other medicament has much effect on an opacity. 


CHLORAMPHENICOL INEFFECTIVE IN TYPHOID CARRIERS 
To the Editor:—i am interested in the effect of chloramphenicol (chioro- 
mycetin®) on typhoid carriers. Robert H. Israel, M.D., Warren, Po. 


ANSWER.—The effect of chloramphenicol on typhoid carriers 
has been carefully tested, and it has been found to be ineffective 
in this condition. As far as is known there is no antibiotic 
or sulfonamide which will consistently eliminate the typhoid 


carrier state. 
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DECALCIFIED TEETH 


Answer.—Cervical decalcifications are not uncommon in young 
patients. Treatment with silver nitrate does not assure the arrest 
of the process. In any case, treatment with silver nitrate should 
be confined to the posterior teeth only, since a heavy black pre- 
cipitate of silver is formed on the decalcified area. For the 
anterior teeth, painstaking oral hygiene by the patient plus care- 
ful smoothing and polishing of the decalcified areas by the 
dentist is indicated. If the decalcification has penetrated to the 
dentin, fillings should be placed. 


EFFECT OF THIOCYANATE ON THE THYROID 
Te the Editor:—it has been shown that thiocyanate sometimes causes 
enlargement of the thyroid gland. |! would like to know whether there 
cases on record in which the chief complaint is pain in the thyroid 
and in which examination reveals a tender, firm, enlarged thyroid 


after prolonged use of thiocyanate. 
John D. German, M.D., Clintonville, Wis. 


Answer.—Thiocyanate ion acts similarly to the iodide ion on 
the aggregation of colloids. However, thiocyanate, in contrast 
to iodide, does not inhibit thyroid hyperplasia but may provoke 
it. Foulger and Rose (J. A. M. A. 122: 1072 [Aug. 14] 1943) 
reported that, after prolonged administration of thiocyanate to 
human beings, there is a lowered basal metabolic rate and per- 
ceptible enlargement of the thyroid. Similar effects have been 
reported by Rawson, Hertz and Means (Ann. Int. Med. 19: 829, 
1943). Apparently, thiocyanate acts as weak antithyroid drug, 
perhaps similarly to thiouracil and the sulfonamides. 


HARD-SHELLED CRABS 
To the Editor:—it is a popular belief 


ANsWER.—Poisoning of a paralytic nature from eating various 
shellfish at certain seasons of the year has been reported from 
various parts of the world. The source of the seasonal toxicity 
in various species of mussels, clams and sea scallops are certain 
minute forms of marine life, such as the planktonic protozoan, 
Gonyanlax cutanella, on which shellfish feed. The anatomic site 
for concentration of the poison varies with the species of shell- 
fish concerned. Information cannot be found that would indi- 
cate that hard-shelled crabs are poisonous, and the nature of 
their diet would seem to support this point. 


ERRORS OF REFRACTION IN INFANTS 
To the Editor:—Are references available for refraction and errors of refraction 
in infants? Raymond C. Cook, M.D., Little Rock, Ark. 


Answer.—Literature on the refraction of infants is scant. 
Practically all infants are born with hyperopia, and this does 
not cause trouble, as a rule, unless a cross-eyed condition 1s 
associated with it; then the use of glasses to correct all or part 
of the hyperopia, found alone or in connection with hyperopic 
astigmatism, will in many cases keep the eyes straight or more 
nearly so. Every well trained ophthalmologist has had expefi- 
ence with this combination of conditions, because four fifths of 
all children brought to him before they are 6 years old have 
this combination of conditions. 


DIRECTIONAL GLASS BLOCKS NOT HARMFUL TO EYES 
To the Editor:—1 have been approached by a member of a School Building 
Committee with the following question: “Would directional glass blocks be 
harmful to children’s eyes, especially children with astigmatism? 
Robert A. Northrop, M.D., Norwalk, Comm 


ANsweER.—Directional glass blocks would not be harmiul. 
h light in class 


Acceptable evidence is lacking that too much lig 
rooms and theaters damages vision, causes changes mm ee 
or produces other permanent defects, although the belief 
such things occur is widespread. Of course, looking at ‘ 
arc lamp, a welders arc or an eclipse of the sun ae protec 


tive glasses will produce actual at of the aff 
g pr rophy . light ad 


of the retina. But glass blocks pass only ( 
aod not cause trouble, regardless of the refractive state 
eye. 


margin has been told by her dentist that her teeth are ing decol- 
cified and should be treated with silver nitrate. Is this an acceptable 
. procedure and is any benefit likely to result? M.D., Wisconsin. 
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